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‘Siccolam’ 


TRADE MARK 


DESICCANT PASTE 
for Exudative Lesions 


- *‘Cobadex’ 


TRADE MARK 


OINTMENT 
for non-Exudative Lesions 


——— —= ~ 
ST 
——~ 





Preparation Indications 





Non-exudative contact dermatitis and eczema 

Napkin Rash 

Intertrigo 

1°,, Hydrocortisone B.P.C. Care of ileostomy (and colostomy) openings 

in a 20% Silicone Prophylactic treatment of pressure areas 

water repellent bese Low grade infective dermatitis in children and 

babies especially around the mouth and 

resulting from dribbling 


*Cobadex’ 





*Siccolam’ Exudative eczematoid dermatitis and contact 
dermatitis 
Titanium ard Varicose eczema 
Zinc pxide Acute seborrhaeic eczema 
Chlorphenesin Neuro-dermatitis 
Kaolin Photosensitivity dermatitis 

Bed sores 
Weeping forms of intertrigo 


[° a fat free base 





——_ 








BASIC N.H.S. PRICES 
‘Cobadex’ ointment tube of 10 grammes—10/-. ‘Siccolam’ Tube of 2 0z.—1/6; Tube of 4 oz.—2/6; Container of 1 Ib.—7/6. 
Descriptive literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD (MEDICAL DEPARTMENT) LONDON Nr 
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HENRY KIMPTON’S PUBLICATIONS 
New Book Ready September 2nd, 1958 
SYSTEM OF OPHTHALMOLOGY 
Edited by SIR STEWART DUKE-ELDER, G.C.V.0., M.A., D.Sc.(St. And.), M.D., Ch.B., F.R.C.S. 
Volume I: The Eye in Evolution 
10° x74" xvi+856 pages 902 Illustrations, 15 Coloured Plates, and 350 Marginal Illustrations Cloth Price £6 6s. net 
To be completed in fifteen volumes, this new work replaces the Textbook of Ophthalmology. 
New Book Just Ready 
DRUGS OF CHOICE 1958-1959 
Edited by WALTER MODELL, M.D. 
92" x63" 931 pages Cloth Price 95s. net 
New Book Just Ready New Book Just Ready 


OBSTETRICS AND GYNECOLOGY 
By J. ROBERT WILLSON, ™.D., and collaborators 


605 Pages 267 Illustrations Cloth Price 60s. net 


LABORATORY MEDICINE—HEMATOLOGY 
By JOHN B. MIALE, M.D. 


735 Pages 192 Iliustrations and 9 Plates, 5 in Colour 


92° x 63° 
Price £5 2s. 6d. net 


Cloth 





New (13th) Edition 


Thirteenth Edition 


TEXTBOOK OF PHYSIOLOGY 
By WILLIAM D. ZOETHOUT, Ph.D., and W. W. TUTTLE, Ph.D. 


Just Ready 


, revised and enlarged 





712 Pages 305 Illustrations and 5 Coloured Plates Cloth Price 40s. net 
New (6th) Edition . Ready September 2nd, 1958 
PATHOLOGY FOR THE PHYSICIAN 
By WILLIAM BOYD, ™.D. 

Sixth Edition, revised and enlarged 
10° x7" 900 pages 489 Illustrations and 12 Coloured Plates Cleth Price £6 6s. net 


This is the sixth edition, under a new title. of the “Pathology of Interna! Diseases”’ 





134 Gt. Portland Street HENRY 





Medical Book Department of Hirschfeld Brothers, Ltd. 


KIMPTON London, W.1 











Announcing 


The manufacturers wish to advise doctors that Alfonal milk 
in tins is now available from Pharmacists. 


Tana 


Regd. 


A New Vegetable Fat Milk 


This is the only vegetable fat milk on the market to-day 
recommended for all adults and children who cannot 
tolerate animal fats and who have difficulty in digesting 
these fats. It is especially recommended for Thrombosis 
patients because of its corn oil content. 


Alfonal is recommended by Doctors and 
used in Hospitals. 


Available through Boots and other good 
chemists. 


In handy size Tins containing 15 fl. oz. 
Retail price 1 = per tin. 
Literature sent on request 


Shell-Mex House, Strand, London W.C.2. 
Tel; COVent Garden 2211 


Manufactured by 
ALFONAL LTD., 





Diabetic Neuropathies 
Complications involving the nervous 
° system have long been recognized as a 
. feature of diabetes. In cases where the 
e peripheral nerves are affected, adminis- 
tration of the whole vitamin B complex 
is sometimes advocated. The thera- 
e peutic response to the entire B complex 
° has been found to be considerably better 
- than to thiamine alone. Although the 
parenteral route is recommended in the 
» early stages of treatment, oral adminis- 
° tration may be sufficient later. 
z Marmite yeast extract supplies all 
‘ known factors of the vitamin B complex 
° in a palatable form. It can be incorpor- 
° ated readily in the diabetic diet and, as 
Pi it contains only a negligible quantity of 
carbohydrate, it need not be taken into 
" the dietary calculations. 
& 
yeas t extract 
RIBOFLAVIN (vitamin Bz) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz. 
MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3. 
5610 
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ALREADY 
the most widely prescribed 
diuretic in 


clinical practice 


oe 
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TABLETS, CHLOROTHIAZIDE 


‘SALURIC’ ORALLY replaces mersalyl 


and ALL other diuretics 


How supplied: ‘ Saluric ’ (Chlorothiazide) is supplied in 0°5 G. 
half-scored tablets in bottles of 100 and 500. The basic N.H.S. 
cost of an average week’s treatment for a patient on maintenance 
therapy is 3/9d. 

Chiorothiazide was discovered and developed in the Merck Sharp & Dohme 
Research Laboratories and is manufactured in England exclusively by the Merck 
Sharp & Dohme organisation. 


Literature gladly supplied on request. 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. GD 
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in elastic adhesive compression 


treatment of leg ulcers. A suceessful end-result depends 
on efficient and comfortable bandaging of the limb, and also on ambulation. 
Natural use of the legs prevents recurrence of oedema and prepares the tissues for normal healing. 
Elastoplast porous adhesive elastic bandages provide the greatest degree of comfort possible 
with compression therapy; at the same time adequate porosity permits free evaporation of sweat. 
The adhesive is not spread to the edges of the bandage. This means that 
the bandage will not ruck and make ridges to irritate the skin. 
Devitalised skin is unusually sensitive under compression. 


The fluffy edges of Elastoplast bandages prevent trauma. 


—Elastoplast 


TRADE MARK 


ELASTIC ADHESIVE BANDAGES (Porous) B.P.C. 


SMITH & NEPHEW LIMITED - WELWYN GARDEN CITY - HERTS 











s this dual effect, this power to control local 





1 and stimulate the growth of new tissue which, 


ything else, characterises Cicatrin. Moreover, 





ing as it does bacitracin and neomycin 





f which is bactericidal and bacterio- 
renders unnecessary the use of antibiotics more 
in systemic use. At 


jainst most pathogen 


CICATRIN 





amino acid antibiotic therapy 


1-Cystine 
in Sulphate di-threonine 
Bacitracin 
POWDER: 15 gramme Sprinkler 


CREAM : 15 gramme Tube 


CALMIC LIMITED 


Crewe: Crewe 3251-5 


London: 2 Mansfield Street - W1 
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A cobra strikes 
in approximately 


one twelfth of a second 





*‘Merbenty!’ effectively reduces the hypermotility 


1. ‘Merbentyl’ has a twofold action. It is an 
anticholinergic and it also exerts a direct 
relaxing action on the smooth muscle of 
the gastro-intestinal tract similar to that 
exerted by papaverine. 

2.‘Merbentyl’ is virtually free from the side 
effects associated with the older anti- 
spasmodics, such as belladonna, and is 
more effective. 

3.‘Merbentyl’ is available in tablet form, each 
tablet containing 10 mgm. dicyclomine hy- 
drochloride, or as a pleasantly flavoured 
syrup containing 10 mgm. in each 5 c.c. 
Both forms are available combined with 
phenobarbitone. 


of the gastro-intestinal tract 


‘Merbentyl’ may safely be given to young 
children. Infantile colic responds drama- 
tically to its administration. 

Nervous indigestion, the bane of the 
elderly, responds very satisfactorily to 
‘Merbentyl’ therapy. 

In the treatment of peptic ulceration the 
administration of an antispasmodic to- 
gether with antacids has become virtually 
routine. For this condition a special pre- 
paration ‘Kolantyl’ has been formulated. 


(See separate literature) 


DOSAGE Two tablets or two teaspoonsful of syrup three times a day. 


*Merbentyl!' is a registered trade mark 
of the Wm. S. Merrell Co., London 


& 
M ll 
Research.) RIKER LABORATORIES LTO., LOUGHBOROUGH, LEICS. 


Distributed in the United Kingdom and Republic of Ireland by 
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Is she suitable for oral diabetic treatment? 


Many diabetic patients have now been 


stabilised on Rastinon tablets and in- 
itably other diabetics are wonder- 


ing if they, too, can look forward to 
‘treatment without injections.” It has 
been estimated that about a quarter 
diabetics at taking 


of all present 


ilin in one clinic in Great Britain 


SI 
could be well controlled on Rastinon 
instead. (Lancet, 1957, 2, 125) 
SELECTION AND STABILISATION 

The suitability of a patient can readily 
be determined in the diabetic clini 
where selection and stabilisation are 
easily carried out. For those patients 
found to be suitable, Rastinon tablets 


1 safe and effective form of 


provide 

therapy. No cases of proven dys- 

haemopoiesis or other serious side- 
6 








RASTINON 


THE 


ORAL TREATMENT 
OF DIABETES 























effects due to the drug have been 
reported. 


A SIMPLE AND ECONOMICAL 
TREATMENT 


From 1 to 3 tablets a day are nor- 
mally all that is required in suitable 


patients to replace the insulin. The 
usual regime of urine examination 
and dietary control remains neces- 
sary. The basic cost to the National 
Health Service of a week’s treatment 
is on average between 3/6d. and 5/3d. 
PACKS 

Bottles of 100 and 500 tablets. Each 
tablet contains 0.5G of N-Butyl-N'- 
toluene-p-sulphonylurea (tolbut- 
amide). Fuller information on selec- 
tion and stabilisation of patients, and 
references to the published work, on 
request. Rastinon tablets are made 
in England and are available in U.K. 


exclusively from: 


HORLICKS LIMITED, SLOUGH 
Distributors in the United Kingdom for 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH 
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| AMES COMPANY (Lonpon) LTD. 
NUFFIELD HOUSE, PICCADILLY, LONDON, W.1 —_ Telephone: REGent 532! 


ROUTINE URINE TESTS 
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— reliable, quick, no external heating — 








A NEW COLOUR TEST 


For PROTEIN. ___—ssisi‘( ttt ALBUSTIX 


reagent Strips 








For BLGew OCGULTEST 


reagent tablets 


For GLUCOSE. === CLINISTIX 


reagent strips 


For BILIRUBIN. Ss ICTOTEST 


reagent tablets 


For KETONES__ === ACETEST 


reagent tablets 


. and, of course, for reliable estimation of 


Ss el: CLINITEST 


reagent tablets 


Range of six simplified urine tests for General Practitioners, 
hospitals, clinics and laboratories. 


Please write for illustrated leaflet and references. 
‘Acetest’ and ‘ Clinitest’ are available under the N.H.S. on Form E.C.10, 


(See drug tariff) 


*Trade Marks 
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ATHLETE’S FOOT 


and other superficial mycotic infections 





‘“Glyped’ Cream provides an entirely new mode of attack 


‘Glyped’ Cream offers a new approach to the control of 
Athlete’s Foot and other superficial dermatophytoses. It contains 
glyceryl triacetate, which provides effective antifungal therapy 
by means of a self-controlled enzyme action on the skin. Free 
fatty acid is released and maintained at a constant level within 
a pH range of the optimum therapeutic effect and this is non- 
irritating to the tissues even over long periods. 

The clinical effectiveness of ‘Glyped’ Cream against a 
number of common dermatophytic conditions has been con- 
firmed by workers in the Dermatological Department of the 
University of Wisconsin, U.S.A.* 

‘“Glyped’ Cream contains 25°, glyceryl triacetate in an 
emollient cream base. Literature and further information are 


available on request. 
*A.M.A. Arch. Dermatol (1956). 74. 73. 


NON-IRRITATING 


NON-SENSITISING 


ODOURLESS 


INCONSPICUOUS IN USE 


‘Glyped’ crEAM 


Issued in 25 gramme collapsible tubes 


Manufactured under licence from Wisconsin 
Alumni Research Foundation; patent appli- 
cations pending. 


Made in Great Britain by IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Ph.835 
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“Here’s a health 
unto 


His Allergy!” 





¥ 
4 


Etfervescent 


Sandosten Tablets 
SANDOZ 


anti-allergic, anti-pruritic 


UO 
~< 


SS 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 
0.794 g. calcium gluconate 


The effervescent anti-allergic drink 


Samples upon request 





Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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Only Nulacin 
provides 
intragastric 
milk-alkali 
drip therapy () 
for the 

ambulatory 
patient () 


66/n view of the ineffectiveness of most of 
the tableted antacids, the milk-alkali 
tablet (Nulacin) would appear to be the 


antacid of choice for ambulatory therapy.99 
(Medical Times 1958, 1, 74) A 





NULACIN TABLETS have been 
developed so that when allowed to 
dissolve slowly in the mouth, they give 
continuous milk-alkali drip therapy and 
provide a treatment of peptic ulcer and 
other conditions associated with 
hyperacidity. The effectiveness of 
Nulacin therapy has been established by 
clinical work in many countries. The 
following are a few references to the 
literature: 

Antacids. The Practitioner, January 
1957, 178: 43 

Antacids in Peptic Ulcer. The 
Practitioner, January 1956, 176: 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract. 
Amer. J. Gastro., December 1956, 

26: 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer. Amer. 
J. Dig. Dis., March 1955, 22: 67-71 
Management of Peptic Ulceration in 
General Practice. Med. World, December 
1954, 81: 591-601 

Clinical Investigation into the Action of 
Antacids. The Practitioner, July 1954, 
173: 46 

Further Studies on the Reduction of 
Gastric Acidity. Brit. Med. J., 23rd 
January 1954, 1: 183-184 

Control of Gastric Acidity by a New 
Way of Antacid Administration. J. Lab. 
& Clin. Med., 1953, 42: 955 

The Effect on Gastric Acidity of 
“Nulacin”’ Tablets. Med. J. Aust., 
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28th November 1953, 2: 823-824 
“yuict—_2_3 3 tw i 1h ob aw 2% 2b oF aw ak | STS st 
RES Ae Pi yy] | aia Baw Nulacin tablets have 
' eeD .. . SP are 4% wae no B.P. equivalent 











and have been 
classified in categories 
3 & 4 by the Joint 
Committee on 








Prescribing. 








The basic N.H.S. 
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price of the 25 tablet 
tube is 2/-. 
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Further information is available from: 





HORLICKS LIMITED, PHARMACEUTICAL DIVISION, SLOUGH, BUCKS, 
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The most stringent dietary efforts to 

control the level of serum cholesterol in coronary 
heart disease have yielded results that—at 
best—are unpredictable. Nothing approaching a 
really close degree can be achieved. With 

the introduction of ARTEROCHOL, however, the 
problem has been substantially simplified. 
Containing unsaturated fatty acids (as found 

in corn oil) plus pyridoxine hydrochloride (essential 
for metabolism of linoleic acid), 

ARTEROCHOL, may readily be given at doses 
precisely adjusted to the patient’s need. 

Moreover, ARTEROCHOL is so free from 
unwanted side effects that it may be given with 
safety even when there are no facilities for regular 


measurement of the serum cholesterol level. 


CLOSER 
CONTROL 


of the serum 


cholesterol 


Available in 12 fl. oz. 
bottles, and in 80 fi. oz. 


ARTEROCHOL Kee 





WARD, CASSON LTD. 15 HAY HILL LONDON WI 


hospital use. 


Samples and literature on request 


11 
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the lines of communication ’”’ 
| 


in psychosomatic 
} 
(stress or functional) 


Bellergal Retard blocks the passage 


disorders 





of excessive stimuli from psyche to soma 
via the autonomic nervous system. 


Bellergal Retard 


BY 


1 tablet 


night and morning 


for 


continuous control 


total alkaloids of belladonna 
6 mg. Ergotamine Tartrate B.P 
40 mg. Phenobarbitone B.P 





SANDOZ 


Ergotamine and belladonna 

suppress the peripheral effects of overstimulation 

of both sympathetic and parasympathetic divisions. 

At the same time central sedation with phenobarbitone 
renders the patient less reactive 

to mental and emotional stimuli. 


Bellergal Retard acts at different levels 

(central and peripheral) to control the somatic manifestations 
of mental and emotional stress. 

Bellergal Retard “‘cuts the lines of communication” 

between psyche and soma in psychosomatic disorders. 





Sandoz Products Limited 








' 
! 
' 
' 
' 
! 
' 
i 
' 
! 
' 
i 
| 
' 
! 
! 
! 
' 
! 
' 
! 
I 
i 
' 
! 
i 
! 
' 
\ 
! 
! 
' 
f 
' 
' 
| 
! 
! 
' 
i 
' 
| 
' 
! 
! 
| 
! 
! 
! 
! 


23 Great Castie Street 


London, W.1 
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For simplicity in sulpha therapy 





For effective low-dosage schedules 





For high, sustained blood levels 





No other sulphonamide is as rapidly absorbed and 
quick to reach high blood levels as LEDERKYN sul- 
phamethoxypyridazine ... no other can offer the 
simplicity and convenience of its effective } gram- 
a-day dosage. LEDERKYN is unique—better tol- 
erated, freer from side-effects and fully effective in 
a dosage of 1 tablet daily. And effective longer, for 
the slow excretion rate of LEDERKYN means high 


blood levels of exceptional duration. 





1 tablet daily instead of S Lederkyn: 


* 
SULPHAMETHOX YPYRIDAZINE REGD. TRADEMARK 


Tablets of 0.5 Gm. Bottles of 24, 100, and 500 


LEDERLE LABORATORIES DIVISION 


: 
Cyanamid oF GREAT BRITAIN LTD., London, C2 
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Effective and safe treatment 
of Peptic Ulcer 


Pro-Banthine 





BRAND OF PROPANTHELINE BROMIDE 


Pro-Banthine is the standard anticholinergic drug 
which in properly adjusted dosage, effectively sup- 
presses gastric hypermatility, reduces the volume 
of gastric secretion and encourages healing of all 
types of peptic ulcer. By suppressing gastric 
motility a test dose will help to provide a clear 
X-ray picture for diagnosis. 


ORALLY 

Both PRO-BANTHINE (15S mg.) and PRO-BANTHINE 
with Phenobarbitone (15 mg. of each) are available in 
sugar-coated tablets in bottles of 40, 100 and 1,000 tablets. 
PARENTERALLY 

1 c.c. vials containing 30 mg. of PRO-BANTHINE as a 
dry, sterile powder for preparation of intramuscular or 
intravenous injections, are available in boxes of 6 and 


25 vials. 


HIGH wvYcCcOmee, BUCKS. 
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today's new 
MASTER PLAN 


against 







migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
Each tablet contains effect upon the characteristic headache and ocular disturbances. 


ergotamine tartrate 2 mgm. , . . 
erat . dak... Caffeine is present too, since it acts as a synergist to ergota- 


caffeine (alkaloid) 100 mgm. ; 
Le os mine. Frequently, however, ergotamine tends to evoke nausea 
cvclizine hydrochloride 50 mgm : 

In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 
these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
‘ Migril ’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condidon itself. 
And so successfully does cyclizine achieve this aim that truly 


effective oral doses of ergotamine can today be given—by 


means of ‘ Migril’. 
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IN 1776 Werlhof described the purpuric condition now 
recognised to be associated with a deficiency in the number 
of circulating platelets. Nothing that could influence the 
course of the disease was known until 1916, when Kaznel- 
son reported a good result following splenectomy ; and for 
the next thirty-five years this was accepted as the only 
effective treatment of idiopathic thrombocytopenic pur- 
pura. After the introduction of corticotrophin and corti- 
sone into clinical practice, it was observed that their use 
in high dosage was followed by improvement in some 
patients with this condition (Medical Research Council 
Hamatology Panel reports 1952, 1953, 1955). 


Material 


93 patients (28 males, 65 females), in whom the diagnosis 
of idiopathic thrombocytopenic purpura was satisfactorily 
established, form the basis of this paper. 

Patients with thrombocytopenia associated with other 
haematological disorders or with portal hypertension, or 
following the use of drugs or other substances known to produce 
platelet deficiency, have been excluded. All had hemorrhagic 
manifestations and less than 100,000 platelets per c.mm. of 
blood on at least two occasions. 85 patients had a prolonged 
bleeding-time, and of 70 in whom it was estimated, 58 had an 
increased capillary fragility. Smears of bone-marrow were 
examined in 44 cases. In all, the number of megakaryocytes 
was normal or increased, and no abnormality of the red cells 
or white cells was seen. In no case was the spleen palpable, 
and the weight of spleens removed surgically ranged from 
50 g. to 230 g. (average 120 g., which is within the limits of 
normal) (McNee 1931). 


13 of the cases reviewed by Robson (1949) and 8 of those 
reviewed by Davidson et al. (1952) have been followed up 
for a further period and are included in the present review. 

63 patients have been followed up for at least four years. 


Methods 


Platelets were counted by the direct method in a counting- 
chamber, using capillary blood. Since 1938, all examinations 
have been performed in the department of medicine of Edin- 
burgh University, the great majority by one technician. Normal 
values in this laboratory range from 200,000 to 500,000 per 
c.mm. of blood. 

The bleeding-time was measured either by Duke’s method 
Duke 1915) or by Ivy’s method (Biggs and Macfarlane 1953). 
The normal range is from one to six minutes. 

Capillary fragility was estimated, in most instances, by the 
negative suction method (Scarborough 1941). Sometimes it 


* Present address: Department of Medicine, University College, 
Ibadan, Nigeria. 
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was examined by the tourniquet method, the cuff being inflated 
to 100 mm. Hg for five minutes. The appearance at this time 
of six or more petechia within a circle 2-5 cm. in diameter was 
considered abnormal. 

Throughout the series the method of splenectomy has 
been, with slight modifications, that practised by the late 
Sir David Wilkie. 

A few points deserve emphasis. The stomach was emptied 
immediately before operation, and kept empty throughout by 
passing and retaining in position a stomach tube. The incision 
usually made was left paramedian through or displacing the 
upper part of the left rectus muscle, but in a few patients with 
a wide costal angle an oblique incision was made in the line of 
the 9th or 10th intercostal space from the left anterior axillary 
line actoss the midline. When the spleen was deeply placed or 
adherent, the lesser sac was entered through the gastrosplenic 
omentum to expose and ligate the splenic artery before begin- 
ning mobilisation of the spleen. The spleen was brought for- 
ward and downwards by dividing from below upwards the 
lateral leaf of the lienorenal ligament and then the remainder of 
the gastrosplenic ligament containing the short gastric arteries. 
After excision of the spleen, oozing from the raw area was 
reduced by suturing together the cut edges of the lienorenal and 
gastrosplenic ligaments, thus virtually covering the splenic bed 
with peritoneum. If this is done, drainage is very seldom 
necessary; in fact it has been employed only twice. An 
“anchored dressing” proved useful in preventing hematoma 
formation in the subcutaneous tissues. 

In the earlier cases in this series anesthesia was induced with 
ethyl chloride and continued with open ether. Latterly induc- 
tion has been with intravenous thiopentone, and cyclopropane 
supplemented with relaxants has been used to maintain 
anzsthesia. 

Results 
CASES GIVEN NO SPECIFIC TREATMENT t+ 

No treatment other than whole-blood transfusion or 
hematinics was given to 26 patients, of whom only 3 
were under 12 years of age. They can be divided into two 
groups. . 

The first group consisted of 10 patients whu presented with a 
long history of recurring episodes of bleeding into the skin or 
from mucous membranes. The bleeding was seldom severe 
and gradually subsided. Throughout observation for periods 
as long as twelve years these patients have shown, in addition to 
episodes of bleeding, persistent (or in 1 case recurring) 
thrombocytopenia and a prolonged bleeding-time. 3 have 
died—1 from gastrointestinal bleeding six months after the 
onset of symptoms, and 2 from causes unrelated to their 
thrombocytopenia five years and ten years after first being seen. 
In only 1 case was there a clinical and hematological remission. 
This lasted for two years, and followed a period of three years 
during which there had been repeated episodes of bleeding 
and persistent thrombocytopenia. 

The second group comprised 16 patients in whom purpura 
had appeared recently and without warning. None had 
previously had a similar episode of bleeding. 

All 16 had crops of petechie in the skin and mucous mem- 
branes; 12 had persistent bleeding from the nose or gums; 
5 had hematuria; 3 had gastrointestinal bleeding; and 5 had 
intracranial hamorrhage—all females, of whom 4 died. In 
every instance the bleeding-time was prolonged and the 
platelet-count below 50,000 per c.mm.; the capillary fragility 
was increased in 7 of the 8 cases in which it was estimated. 
The 4 women who died did so within two days of admission to 
hospital. Necropsy was performed in 3, and in each the cause 
of death was found to be intracranial hemorrhage. No other 


+ Throughout this paper the term “ specific treatment” is used to 
denote steroid therapy or splenectomy. 
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TABLE I—SHORT-HISTORY CASES TREATED WITH CORTICOTROPHIN OR CORTICOIDS 
Duration Treatment Day 
Length of 
> ° latelets F Progress 
Patient Age Sex symptoms = eee |, Fees 7 shows Splenectomy follow-up OF 
days _ mg given 150,000 per c.mm. (yr. 

1 55 M 47 Corticotrophin 100 10 30 6 Well.t 

2 20 F Corticotrophin 100 10 30 6 Well. 

3 32 M 30 Corticotrophin 100 3 3 6 Well 

4 3 F 2 Corticotrophin 30 17 30 1 Well 

5 33 M 2 Cortisone 100 4 4 5 Well 

6 22 F l Cortisone 200 10 6 “Vas Well 

7 59 M 3 Cortisone 300 8 4 3 Well. 

8 6 F 12 Cortisone 100 10 8 1 Relapsed immediately, but 30 days 
later started a sp r i 
Remains well. 

9 45 F l Cortisone 200 5 — Yes 1 Cerebral haemorrhage. No + in 
symptoms until 49 days after splenec- 
tomy when platelets rose to and have 
remained at normal levels. 

10 2 M 21 Cortisone 200 10 a Yes 1 Well 
11 12 M 35 Cortisone 250 21 20 1 Well 
12 29 M l Cortisone 300 21 21 "Vas Remains well on prednisolone 5 mg. daily. 
13 31 F 6 Cortisone 200 20 — Yes 3 Well. 
14 56 F 56 Cortisone 200 21 a Yes 4 Well. 
15 69 F 21 Prednisolone 50 10 6 1 Well 
16 40 M 4 Prednisolone 50 10 _ Yes "las Severe haemorrhage continued. Splenec- 
tomy followed 10 days later by rise in 
platelets. Relapsed after 5 weeks. 
*1 Prednisolone 20 12 10 Remission with steroids. Now well. 
17 4 M 2 Prednisolone 50 28 20 "/a9 Weill. 
18 62 F 7 Prednisolone 50 21 — Yes "Sis Melzna on 28th day. Splenectomy. Well. 
19 40 F 40 Prednisolone 60 24 _ Yes l Well. 
* 5 weeks after splenectomy 
t In all tables the following terms are used 
Well.—Patient examined: free of symptoms and platelet-count within normal limits. 
Presumed well.—Patient reported by letter: free of symptoms 


disease was present. The distinguishing feature of the other 
12 cases was a spontaneous and apparently permanent recovery. 
The hemorrhagic phenomena stopped within fourteen days of 
admission, and concomitantly the platelet-count began to rise, 
becoming normal, in every case, within a hundred days of the 
onset of symptoms. There has been no recurrence, and the 
patients have remained well for as long as they were followed 
up, which in 5 cases was for more than nine years. 

The existence of this second form of thrombocytopenic 
purpura, sudden in onset and short in duration, suggested 
to us the arbitrary division of our patients who were 
treated with corticotrophin, corticoids, or splenectomy, 
into (1) those in whom the onset was less than a hundred 
days before treatment started, and in whom, therefore, 
the possibility of spontaneous remission was still present 
(hereafter referred to as short-history cases); and (2) those 
with a history of more than a hundred days, in whom the 
possibility of spontaneous remission was slight (long- 
history cases). Hirsch and Dameshek (1951) selected a 
period of a hundred and twenty days, whereas Wintrobe 
et al. (1937) thought that spontaneous remission was 
common before fifty days had elapsed but unusual there- 
after. Support is lent to our choice of a hundred days as 
the arbitrary dividing-line by the fact that 3 patients in 
this series have had between them 7 children who were 
born with thrombocytopenia and purpura and recovered 
spontaneously at varying intervals up to ninety days after 
birth. A similar duration for this type of neonatal 
thrombocytopenia is recorded by Epstein et al. (1950), 
Neville and Masterman (1954), and Schoen et al. (1956). 

It should be emphasised that the only factor taken into 
consideration in placing a patient in one or other of these 
two groups is the duration of symptoms before treatment 
was started. The number or severity of hemorrhagic 
manifestations, the degree of thrombocytopenia, and the 
prolongation of the bleeding-time have not influenced the 
classification. 

CASES GIVEN SPECIFIC TREATMENT 
Short-history Cases 

In 31 patients specific treatment was begun less than a 

hundred days from the onset of symptoms. 19 patients 


were treated with corticotrophin (A.C.T.H.), cortisone, or 
prednisolone (see tables 1 and v1). 

In 11 cases the duration of treatment was ten days or less. 
There was complete remission of symptoms and a rise in plate- 
let-count to above 150,000 per c.mm., which persisted after 
treatment was stopped, in 5 of these patients (nos. 3, 5, 6, 7, 
and 15, table 1). In 1 patient (no. 8) there was a temporary 
improvement, followed by a relapse when the drug was with- 
drawn and thirty days later by a spontaneous remission which 


TABLE II—SHORT-HISTORY CASES TREATED BY SPLENECTOMY 


- > 8 » = 

be ca et 2 4 ; a 

: gests 28 2586 27- 

1 Age Sex B55 23 e& Bese Pi Progress 

— ee nels +— Ral 
area *5 & i 4/32 

1 18 - 2 _ 1 : we - 

2; 31) 3 4 _— 1 1 e . © pur- 
pura. Died from pul- 
monary tuberculosis. 

3.6 C«C47 F 4 _ 1 1 Well. 

4 27M 7 — 1 3 4 weeks after operation 
aa eae fell to 

0,000 per c.mm. Re- 
mained low but symp- 
toms i > 

5 45 4 Corti- 49 1 No i iate response. 

sone Now well. 

6 il F 10 _ 1 23 Well. 

7 M 14 Predni- 10 /, Delayed response. Re- 

solone lapsed 5 weeks after 
operation. Now well. 

8/52 F 17 - 2 7 | Well. 

54 F 20 oe 23 9 o immediate response 
Now well. 

10 31 F 26 Corti- 1 3 Well. 
sone 

11 | 62 F 28 Corti- 1 ", | Well 
sone 

12 26'M 31 Corti- 5° 1 Well 
sone 

13 | 34) F 31 _ 1 17 Well. 

14 38 F 40 _ 1 9 Well. 

15 50 F 42 a 5 ad 15 Except for 2 periods of 
2 years each, platelets 
remained below 
150,000 per c.mm. 

16 56 F 77 Corti- 10° 4 Well. 

sone 
17 28 F 84 Corti- 1 2 Well. 
sone 
18 19 F 84 _ 8° 3 Well. 
19 | 55 | F 91 - — 6 Platelets always less 
50,000 per c.mm. 
Died from cerebral 
haemorrhage. 


* This was the ‘first day after operation on which platelets were counted. 
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has now lasted for a year. No improvement was observed in 
2 patients (nos. 1, 2) while they were receiving corticotrophin, 
but twenty days after stopping treatment there was a spon- 
taneous remission. 3 patients (nos. 9, 10, 16) obtained no 
benefit from steroid therapy and were submitted to splenectomy. 
Of the other 8 patients, 1 (no. 4) was given corticotrophim 30 mg. 
daily for seventeen days, and thirteen days later experienced a 
complete remission, and 7 were treated with cortisone or 
prednisolone for three weeks or more. 3 (nos. 11, 12, 17) of 
these 7 patients had a complete remission starting at the end of 
the course of treatment and have remained well since, but 4 
nos. 13, 14, 18, 19) did not benefit and were submitted to 
splenectomy. 

This group of short-history cases is a small one, for the 
condition is uncommon, and several of the patients have 
been treated with doses and for periods of time which 
would be considered inadequate by modern standards 
Sturgis 1951). Nevertheless, in this group response to 
steroid therapy was not related either to dosage or to the 
duration of treatment, and in this respect our observations 
confirm those on idiopathic thrombocytopenic purpura 
reported by the Medical Research Council Hematology 
Panel (1953). 

12 patients who were treated before 1949 and therefore 
did not receive steroids, and 7 who had failed to benefit 
from them, were submitted to splenectomy within a 
hundred days of the onset of symptoms (table 11). 

Operation was followed by a rise in platelet-count in 15 
patients, of whom 13 have remained in complete remission for 
as long as they have been followed up and 2 (nos. 4 and 15, 


table 11) relapsed within three months. 3 patients (nos. 5, 7, 9), 
on whom operation was performed as an emergency because of 
the severity of their condition, received little or no immediate 
benefit, but started a complete remission between ten and 
forty-nine days later. In 1 of these (no. 7, table 1) the platelet- 
count fell and symptoms recurred five weeks after splenectomy, 
but he improved rapidly on a small dose of prednisolone. The 
remaining patient (no. 19) did not show any rise in platelet- 
count and died from a cerebral haemorrhage some six years 
after splenectomy. 5 of the 7 patients in this group who failed 
to respond to steroids benefited clinically and hamatologically 
from splenectomy. 

17 short-history cases have been observed for a year or more 
after splenectomy. Repeated observations over periods from 
a year up to twenty-three years after operation indicate that a 
good clinical and hematological remission has been obtained 
consistently in at least 75°, of short-history cases (table v). 


Long-history Cases 

36 patients received specific therapy more than a 
hundred days after the onset of symptoms. 

Corticotrophin, cortisone, or prednisolone was given to 
23 patients (table 111). In 3 cases (nos. 1, 2, 3) this has been 
the only treatment given: the other 20 patients have also 
been treated by splenectomy. Steroid therapy was given 
to 11 patients only before operation, to 6 only after 
splenectomy had failed to relieve the condition, and to 3 
both before and after operation. 

The results of steroid treatment, as judged by relief of 
symptoms and a platelet-count above 150,000 per c.mm., 
were similar whether the patient received the steroids 


TABLE III—LONG-HISTORY CASES TREATED WITH CORTICOTROPHIN CORTISONE, OR PREDNISOLONE 


Degen Treatment Dey Dupes of gth of - 
> . o platelets platelet rogress 
Patient) Age Sex symptoms D Dose Days rose above rise a Spd 
yr rug (mg.) given |150,000 per c.mm. (days) as 
Cases treated with steroids alone 
1 33 F 3 Cortisone 100 12 7 4 5 Remission started 3 years later. 
2 26 M 20 Cortisone 100 9 -- a 5 Well when seen 5 years later. 
3 45 F 45 Corticotrophin 100 10 
Cortisone 200 10 _ _ 4 No improvement. 
Cases treated with steroids followed by splenectomy 
4 38 F 12 Cortisone 100 12 = — . 4 Well. 
5 29 F 2 Cortisone 100 15 
Corticotrophin 160 10 = — 5 Well. 
6 40 F 5 Corticotrophin 100 14 10 4 — 3 months interval. 
Cortisone 100 21 9 li _— 1 month interval. 
Cortisone 100 10 9 _ 6 Well. 
7 72 F 6 Cortisone 150 22 _ —_ 3 No improvement. 
s 66 F */s0 Cortisone 200 10 8 2 ls Well. 
9 57 F 2 Cortisone 200 10 7 3 3 Well. 
10 16 F 3 Cortisone 300 10 — _— 2 Well. 
11 50 F “/s8 Cortisone 300 22 10 12 1 Well. 
12 14 F */s9 Cortisone 200 13 15 60 3 Splenectomy 1 year later. 
300 15 
13 11 F 6 Cortisone 200 7 6 
50 8 -- 9 _ 1 week interval. 
Prednisolone 15 120 14 44 — 2 months interval. 
Prednisolone 45 17 fal a af, Well. 
14 28 M 12 Prednisolone 50 28 — _ /, Well. 
Cases treated with steroids after splenectomy only : 
15 22 F bd | Corticotrophin | 100 10 — — 6 No improvement. 
16 30 F 5 Cortisone 200 10 3 7 5 Purpura persists. 
17 %6 F 12 Prednisolone 50 21 12 39 ‘fs Purpura persists. 
18 36 M *10 Prednisolone 60 12 10 10 — Course given for dental extractions. 
19 33 F O1/55 Cortisone = 10 a a No change in symptoms at any time. 
5 100 2 
20 38 M °7 Cortisone 300 21 
. 200 ou — _ _ 5 months interval. 
Prednisolone 50 21 
40 5 
15 200 a _ 1 No change in symptoms at any time. 
Cases treated with steroids before and after splenectomy : 
1 | F 3 cortisone 50 17 — — Well 3 years, then relapse. 
*4 Prednisolone 50 16 6 46 4 Purpura persists. 
10 270 
22 65 F 4 Cortisone 200 21 
100 28 — “= No improvement. 
@8/ 15 Prednisolone 60 22 
20 39 
10 360 a 1 No improvement. 
23 31 FP 15 Cortisone 200 21 16 a _ No improvement. 
bd | Cortisone 300 21 ll 10 — No improvement. 
50 100 — — 1 1 year interval. 
©2 Prednisolone 60 22 4 9 a, No improvement. 


* Indicates that splenectomy had been performed this period of time before steroid therapy began. 
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before splenectomy was performed or after it had failed 
(table 111). 


Thus 17 patients were treated with steroids before operation, 
with 8 remissions, and 9 after operation, with 5 remissions. 
However, there is some evidence that higher doses of cortisone 
(over 200 mg. per day) and of prednisolone (over 45 mg. per 
day) were more effective. A rise in the platelet-count and 
improvement in the clinical condition were observed during 
only 3 of 9 courses of treatment in which doses lower than this 
were given, whereas with the higher dose remissions were seen 
11 times out of 18. In every instance both before and after 
splenectomy, the remission began within sixteen days of starting 
treatment, but in none did it last longer than sixty days. On 
7 occasions (nos. 8, 9, 11, 16, and 23, table m1) the relapse 
began while the patient was still receiving a large dose of the 
drug (either cortisone 200 mg. per day or prednisolone 50 mg. 


TABLE IV—-LONG-HISTORY CASES TREATED BY SPLENECTOMY 


4 et - So 
g| | 8/38) BF | uf [oP 
5 Sex x bis : 5 5 Ss #2 5 Progress 
= v v . 2 ss 
% a5 Z ie 
é |< S 
1 F Ol 14 _ 14 29 Remit course. Plate- 
lets 70,000 — 230,000. 
Symptoms improved. 
2M Ol 5 = 5 1'|, Died cerebral . 
3 F Ol 20 _ 20 5 Menorrhagia severe. 2 of 
3 children had thrombo- 
cytopenia. 
4 F 1 20 _ 24 12 Menorrhagia severe. 
§ F 2 5 Corti- 5 4 Well 3 years, then relapse. 
sone 

6 M 4 13 _ 17 10 Weill. Killed on active 

service. 
7M 5 5 — 6 9 Well. 
8 F 5 10 Corti- ll 1, Well. 
sone 
Predni- 
solone 
9 F 6 9 _—— 14 + Well. 1 of 2 children had 
thrombocytopenia 

1 F ll ll - 13 5 Well. 

ll F 12 1 — 14 4 Well 2 years and reported 
well till died suddenly in 
relapse 

12 F 14 15 Corti- 15 2 Well 

sone 

13. «CF 16 16 Corti- 17 2 Presumed well 

sone 

14 F 16 25 os 25 10 Symptoms unchanged. 

15 F 16 »” Corti- 31 2 Relapse after 2 weeks. 

sone Severe menorrhagia con- 
unues. 

16 16 28 | Predni-| 28 1), Well. 

solone 

17 F 18 19 _ 19 24 Well. 

18 F 21 22 os 24 23 Presumed well 7 years. 
Relapse with severe 
symptoms for past 16 

cars 

19 ~F 23 24 — 24 10 ell. 

20 F 25 25 — 26 3 Well until death from 
disseminated sclerosis. 

21 F 26 38 Corti- 38 4 Relapse after 6 weeks. 


sone Platelets below 50,000 
t c.mm. thereafter, 
ut symptoms reported 

less. 


2 sM 26 28 _ 28 24 Known well 3 years. Pre- 
sumed well 21 years. 
23 F 27 29 Corti- 30 5 Well. 
sone 
246M 28 32 a 32 x Severe symptoms for past 
year. 
23 | F w” 31 _ 31 12 Remitting course with 
platelets from 30,000- 
280,000 per c.mm. 
26 M 33 5 — 38 11 Well. 
27 F 5 35 Corti- 40 6 Weil. 
sone 
Cortico- 
trophin 
2 6F 49 50 Corti- 50 1 Weil. 
sone 
29 «+*F 52 53 — 53 2 Unchanged. Severe symp- 
toms. 
w~ F 55 57 Corti- 57 3 Weil. 
sone 
31 F 61 61 Corti- 65 2 Unchanged. 
sone 
32 OF 66 66 Corti- 66 , Well. 
sone 
33—CO FF 66 68 Corti- 72 3 Relapse after 10 days. 
sone 


TABLE V—-RESULT AT INTERVALS AFTER SPLENECTOMY 


Short-history cases Long-history cases 
Period of 

observa- Pre- % Pre- % 
tion No. Traced Wellsumed suc- | No. Traced Wellsumed suc- 
(yr.) 1 cess wel cess 

1 17 17 14 _ 83 30 29 17 2 65 

4 10 10 6 2 80 20 18 8 3 61 

8 8 8 | 1 75 14 14 5 2 50 

12 4 4 2 1 75 6 6 1 1 33 

20 1 _ 1 _ _ 4 4 1 1 50 








per day). 2 patients (nos. 21, 23), who had responded to a large 
dose with a complete remission, were given long-term treat- 
ment with reduced doses, but both relapsed with symptoms 
comparable in severity to those before treatment was started. 
3 other patients (nos. 19, 20, 22), given long-term treatment, 
failed to benefit in any way. 

Splenectomy was performed in 33 patients with a long 
history of purpura—as the only specific treatment in 19 and 
after the administration of steroids in 14 (table Iv). Follow-up 
of these patients has shown that a year after splenectomy 19 of 
29 patients (65°) were symptom-free and had platelet-counts 
and bleeding-times within the normal range, and that the pro- 
portion of those completely relieved declined to 61%, at four 
years and to 50°, or under between eight and twenty years 
after operation (table v). 

In 22 patients the platelet-count was recorded within the 
first four days after operation. It was within the normal range 
within twenty-four hours of splenectomy in 15 and within 
forty-eight hours in a further 2. The other 5 patients still 
showed thrombocytopenia on the fourth day, and in none of 
them was a normal platelet-count ever observed over periods of 
from one to twelve years after operation. 


Discussion 


The results of steroid therapy are summarised in 
table vI. 

Almost half the patients with a short history of purpura 
(8 of 19) developed, during the course of treatment, a com- 
plete remission which was maintained after treatment was 
stopped. In the group of patients with a longer history 
again about half (12 of 23) showed distinct improvement, 
but this was never maintained for more than sixty days. 
This seemed such an important contrast that confirmation 
was sought in the reported experience of other workers 
(Bethell et al. 1951, Fallon et al. 1952, Jacobson and Solier 
1952, Meyers et al. 1952, Stefanini et al. 1952, Wilson 
and Eismann 1952, Adamson et al. 1953, Greene et al. 
1953). Sufficient details to allow analysis were obtained 
for 32 patients (table v1). The results closely resemble 
those in our series. In a further communication Stefanini 
(1955) said that permanent remission following steroid 
therapy was common among patients with a short history, 
but exceptional among those with a longer history of pur- 
pura. The inference to be drawn from these observations 
appears to be that permanent remissions are not directly 
due to treatment with steroids, but may in some instances 
be hastened by it. If this inference is accepted, it follows 
that the 12 patients among our short-history cases who 
entered a permanent remission during or shortly after 
treatment with corticotrophin or steroids (tables I and v), 
were examples of the self-limiting type of the disease, and 
in this respect are comparable with the 12 patients with a 
short history who recovered without steroid therapy or 
splenectomy. 

If these two groups of 12 patients, and the 4 who died 
without treatment within a short time of the onset of 
purpura, are considered together (group A, table viz) and 
compared with the 49 in whom the condition was 
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observed to run a more chronic course (group B, table v1), 
two features emerge. 

First, in group A the sex-incidence was 15 females and 13 
males (1-15 to 1), whereas in group B it was 38 females and 11 
males (3-5 to 1). 

Secondly, the onset of symptoms in the cases with a short 
history was evenly spread throughout the age range, but in the 
group with a long history it was before the age of 30 in 37 of the 
49 cases; in 7 of the remainder, all women, the onset was in the 
sixth decade. 


For these observed differences in sex and age incidence 
in our two arbitrary groups of short-history and long- 
history cases, we can offer no explanation and we shall 
draw no conclusions from them. 

Idiopathic thrombocytopenic purpura may present 
without previous warning as an episode of mild or 
moderate bleeding into the skin and from mucous mem- 
branes or as an illness which is serious either because of 
the degree of blood-loss or, as in intracranial hemorrhage, 
because the site of bleeding is particularly dangerous. It is 
recognised that even when no specific treatment is given, 
spontaneous recovery can occur. However, serious symp- 
toms may supervene even in mild cases at any time and 
especially in the first few- days of the disease. 4 of our 
patients had intracranial hemorrhage and died within two 
days of first being seen. The results of steroid therapy in 
our short-history cases suggest that these drugs do no 
more than facilitate the natural tendency of this disease to 
spontaneous remission and possibly accelerate its onset. 
Evidence from our cases about the place of splenectomy 
in the severely ill patient with a short history is equivocal. 

3 patients (2 of whom were receiving cortisone at the time) 
were submitted to operation because of intracranial hemorrhage 
or hematemesis. In none was there any immediate improve- 
ment, and 2 continued to bleed considerably, until all 3 
recovered apparently spontaneously between ten and forty-nine 
days after operation. Another patient, in whom a diagnosis of 
intracranial hemorrhage was made because of the sudden 
onset of dysarthria and monoplegia, was not submitted to 
operation and made a good recovery within three weeks. 


On the other hand, there is convincing evidence of the 
beneficial effect of splenectomy once the acute hzmor- 
rhagic phase has passed (tables 11 and v) Symptoms were 
immediately relieved, the bleeding-time was shortened 
and the platelet-count rose in 13 of the 14 patients of whom 
full records were kept; improvement persisted in at least 
75% of cases followed up for more than twelve years after 
operation. 

Our results suggest that the initial management of the 


TABLE VI-—-EFFECT OF CORTICOTROPHIN, CORTISONE AND PREDNISOLONE 


Short-history cases Long-history cases 
Dose Sus- Tem- : Sus- | Tem- : 
Drug (mg. per day) tained porary oF tained porary aa 
remis- remis- gion remis- remis- ela 
sion sion sion sion en 
Cortico- 30 i* : . 
trophin 100 1 2° 1 3 
4) 1) (3) ; (6) (4) 
50-150 1 1* a 2 hi 6 7 
Corti- (2) (2) (3) 2) 
sone 200-300 4 4 7 3 
(2) 1 (1) (1) 
Predni- 15 1 - J 
solone 45-60 2 3 . a 3 
Total 8 1 10 0 12 11 
(8) (1) (6) (0) (10) (7) 








Figures in parentheses refer to cases reported by other workers (see text). 
*® These 4 patients subsequently had a sp remissi 





patient with a short history of purpura should be blood- 
transfusion to replace any serious blood-loss and 
administration of cortisone (75 mg. every six hours) or 
prednisolone (15 mg. every six hours) for three weeks. If 
the platelet-count rises during this time, there is a very 
good chance that it will be maintained. If there is no 
improvement within three weeks, splenectomy should be 
performed in the expectation that at this time it will be 
followed by a good result in 75°, of cases. We can adduce 
no evidence to show that the patient in the acute 
hemorrhagic phase is benefited by splenectomy. 

Patients with a long history of relapsing purpura should 
also be given a three-week course of steroid therapy. 
About half of all patients (table v1) improved during or 
shortly after treatment, but it is evidently exceptional for 
any such remission to last for more than sixty days. 
Therefore, it seems that all these patients should be sub- 
mitted to splenectomy either during the steroid-induced 
remission or as soon as it is apparent that the treatment 
has failed to influence the platelet-count. However, when 


TABLE VII—93 CASES OF IDIOPATHIC THROMBOCYTOPENIA DIVIDED 
INTO GROUPS TO SHOW AGE AND SEX INCIDENCE 


Age at first * 
symptom (yr.) 0-9 10-19 20-29 30-39 40—49 50-59 60-69 70-79 Total 
Short-history 
group (A) Male l 4 2 2 1 3 0 0 13 
Female 3 2 2 2 2 1 2 1 15 
Long-history 
group (B) Male 2 4 4 1 0 0 0 0 ll 
Female 9 8 10 1 1 7 1 1 38 
Unclassified be- 
cause splenec- 
tomy was per- 
formed during 
first 100 days of 
disease Male 0 1 1 1 1 0 0 0 4 
Female 0 1 2 2 2 3 2 0 12 
Totals Male 3 + 7 4 2 3 0 0 28 
Female | 12 11 14 5 5 11 5 2 65 


Group A comprises 28 patients: 16 who had no specific treatment; 12 who 
recovered within 100 days of onset and had received steroid therapy. 

Group B comprises 49 patients: 10 who had no specific treatment; 33 who 
had splenectqmy more than 100 days after onset; 3 who had splenectomy 
less than 100 days after onset and subsequently relapsed; 3 who had 
steroid therapy only more than 100 days after onset. 


a remission does occur it may be justifiable to defer opera- 
tion in milder cases, especially if it is a response to the first 
course of steroid treatment. Delay in these circumstances 
is probably harmless, provided the patient is able to 
report frequently for hematological examination so that 
the impending relapse can be anticipated and a further 
course of steroid therapy given as a preliminary to splenec- 
tomy. The chances of a permanent remission following 
splenectomy in this group of our patients, though less 
than in those with a short history, were still in the region 
of 50% up to twenty years after operation (table v). 
Lundy (1953) has drawn attention to the danger of 
circulatory collapse during the induction of anzsthesia, 
and up to seventy-two hours after operation, in patients 
who have been treated with corticoids over long periods 
or who have received reduced amounts immediately 
before operation. No such collapse has been observed in 
our patients, but it is important to keep the patient fully 
under the influence of these drugs for seventy-two hours 
after splenectomy. Thereafter the dose can be reduced 
over a period of seven to ten days, but may have to be 
raised again to the initial high level should any com- 
plications arise after operation. In our series there have 
been no deaths in hospital after splenectomy, and com- 
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plications have been few and in general have been those 
that may follow any major upper abdominal operation. 

1 patient, who was drained at the time of the splenectomy, 
developed a left subphrenic abscess, which needed surgical 
treatment on the sixteenth day after operation. She made a 
good recovery and was discharged home two months later. 
In 3 cases subcutaneous ha matomata led to partial separation 
of the wound edges, but in ‘nly 1 of these was further operation 
needed. 

Thus, in good surgical circumstances and provided the 
diagnosis of idiopathic thrombocytopenic purpura has 
been established by all means including the presence of 
megakaryocytes in bone-marrow smears, splenectomy is a 
safe operation and should not be unduly delayed. How- 
ever, patients with very mild symptoms, particularly if 
elderly, may remain relatively undisturbed by their 
thrombocytopenia for a long time. 10 such patients have 
been followed up for periods of from three to ten years, 
and none of them has had symptoms sufficient to warrant 
admission to hospital, let alone to justify splenectomy. 
In such cases a watching brief may be permissible. 

The management of the patient who continues to have 
severe symptoms after splenectomy is difficult. Long- 
continued treatment with cortisone (75-100 mg. per day) 
or prednisolone (10-15 mg. per day) was given to 5 such 
patients in this series (and in higher doses to another 
operated om more recently) without any significant 
improvement in platelet-counts or in the severity of 
symptoms. In contrast to these results, 2 of 4 patients 
who had failed to respond to splenectomy were treated 
by the Medical Research Council Haematology Panel 

1955) with cortisone (50-100 mg. daily) for more than 
six months and were maintained in remission for that 
time. The details of these cases were not given and it may 
be that the 2 who were maintained had short histories and 
might, therefore, have remained well once a remission had 
been obtained—as did our case 16 (table 1). Among the 
other reports in the literature we have failed to find an 
example of a patient with a long history of purpura having 
had a steroid-induced remission lasting more than two 
months (table v1). 

The results of steroid therapy in our patients who 
relapsed after splenectomy (table 111) suggest that if there 
is going to be improvement it will be evident within three 
or four weeks of the start of treatment, and will almost 
certainly not be maintained for much more than two 
months. If the platelet-count has not risen within this 
time, it is unlikely to do so with further continuous 
treatment, no matter how intense or how long-continued. 
It is better to stop treatment, accepting any minor clinical 
improvement that may have occurred, and to start another 
course should bleeding recur. Whenever a minor opera- 
tion or dental extraction is necessary in a patient with a 
persistently low platelet-count after splenectomy, it 
should be covered by a course of prednisolone starting 
four or five days before operation and lasting not less 
than ten days. 

Summary 

93 cases of idiopathic thrombocytopenic purpura are 
reviewed. 

The progress of 26 patients who received neither 
steroid therapy nor splenectomy led us to classify the 
remaining 67 into two groups—namely, those who had a 
history of less than a hundred days from the onset of 
symptoms to the start of treatment (short-history cases) 
and those in whom this interval was more than a hundred 
days (long-history cases). 


The response to treatment in these two groups is 
described, and important differences in regard to prog- 
nosis and treatment are noted and discussed. Short- 
history cases tended to remit spontaneously, and the 
onset of such a remission appeared to be hastened by 
steroid therapy. Splenectomy was followed by good results 
in more than 75°, of short-history cases in which a 
remission, spontaneous or induced, had not occurred. In 
long-history cases the chances of a spontaneous remission 
or of a lasting remission from steroid therapy are very 
small. Splenectomy was followed by a good result in 
some 50-—60°,, of long-history cases. 

Recommendations for the management of patients with 
idiopathic thrombocytopenic purpura are made. 


We wish to express our gratitude to all those physicians and 
surgeons in Edinburgh who have referred to us patients with purpura 
or have allowed us to include patients on whom they have operated— 
in particular to Sir James Learmonth, in whose charge most of the 
splenectomies were performed. The help of our colleagues in the 
blood clinic and of Miss Sheila T. Lindsay, B.sc., who was responsible 
for most of the blood-counts, is also gratefully acknowledged. 
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SOME ASPECTS OF REFERRED PAIN 


C. W. M. WHITTY 
M.A., D.M. Oxon., M.R.C.P. 
NEUROLOGIST, UNITED OXFORD HOSPITALS; 
CLINICAL LECTURER IN NEUROLOGY, UNIVERSITY OF OXFORD 


R. G. WILLISON 
M.A., B.M. Oxon., M.R.C.P.E. 
REGISTRAR, DEPARTMENT OF NEUROLOGY, 
UNITED OXFORD HOSPITALS 
THE injection of hypertonic saline solution into the deep 
midline structures of the back produces both local and 
referred pain (Kellgren 1939, Lewis and Kellgren 1939). 
We have found this method of inducing referred pain 
useful both in investigating and treating cases of spon- 
taneous pain of doubtful etiology and in extending the 
clinical examination of loss of sensation of pain in certain 
known lesions of the central nervous system. We report 
and discuss briefly here some observations made in such 
cases. 

Lewis and Kellgren (1939) considered they were stimu- 
lating the interspinous ligaments by their injections; but 
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Sinclair et al. (1948a), repeating similar work with 
accurate radiographic control of the position of the needle 
point, suggested that it was the medial branch of the 
posterior primary division of the sensory root that was 
being stimulated. 

There is also controversy about the more general neural 
mechanisms involved in referred pain. The view put 
forward by several workers (e.g. Harman 1948) that 
reference is in part a cerebral event can hardly be denied, 
but this must play its part after more distal mechanisms 
have operated ; and about these there is still conflict. 

One view (Mackenzie 1909) was that an “ irritable focus ” 
was produced at segmental level in the cord, with the result 
that sensation of pain from any part of the periphery of that 
segment spread to the central connections of all parts. In its 
modern guise this has become the concept of a common 
s¢nsory pool of neurones fed from skin, deep structures, and 
viscera in the appropriate segment (Hinsey and Phillips 1940, 
Sinclair et al. 1948b). 

The other view considers that reference takes place at the 
periphery by misinterpretation of impulses coming up an axon 
which is branched and supplies both deep structures and skin, 
or by antidromic impulses passing down such a branched axon 
and producing chemical changes at the site of referred pain, 
or alternatively by a combination of both these mechanisms 
(Lewis 1942, Sinclair et al. 1948b). 

The physiological evidence on these two views has been 
assessed by Gordon (1975). Our observations may be 
relevant to, and derive added interest from, current 
theories of the mechanism of referred pain. 


Methods and Material 

When 0-3 ml. of 6°; saline solution is injected as far as 
possible exactly into the midline of the back in the region 
of the interspinous ligaments at a depth of 2 or 3 cm., the 
immediate effect is stinging burning pain around the site 
of injection. This is usually bilateral but may be more on 
one side than the other or entirely unilateral. It subsides 
in one or two minutes; and, as it is subsiding, or after it 
has largely cleared, an unpleasant dull deep aching pain is 
experienced in the peripheral part of the segment injected 
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Fig. 1—Effect of 2 ml. of 2%, procaine injected between C5 and C6 
spinous processes in healthy person: stippled, distribution of 
numb cold feeling. 


and is sometimes accompanied by palpable spasm of the 
muscles of the segment. Thus, for instance, when injec- 
tions are made below the L5 spinous process, pain may be 
experienced in the shin, and spasm of the anterior tibial 
muscle may be felt. The pain, although felt to be deep, 
can usually be clearly outlined by an intelligent witness. 

Sometimes accompanying this deep pain, and some- 
times more delayed, a skin tenderness may develop, again 
mainly in the peripheral parts of the segment involved. 
This hyperalgesia can become very severe and is similar 
to clinical hyperpathia: in the skin area involved even the 
lightest touch may produce severe pain, ill defined in 
extent and hard to describe except as very unpleasant; but 
the raised threshold with subsequent overaction generally 
defined as hyperpathia is not in evidence. 

While this sensation lasts, the skin is carefully guarded 
from any contact, much as it is in causalgia. This hyper- 
algesic effect is in our experience much less common than 
the others. It may develop later than the deep pain and 
does not usually last longer than half an hour; whereas 
deep pain, described as vague muscle tenderness or a 
bruised feeling, may last as long as twenty-four hours or 
so after injection. 

All these effects may be unilateral or bilateral. In our 
experience they are more commonly bilateral, especially 
in the cervical and thoracic regions, provided that the 
injection is made exactly in the midline. Though some of 
these referred effects follow in most cases, occasionally 
none ‘of them occurs: and it must be emphasised that the 
only almost invariable accompaniment of the injection of 
saline solution is the local stinging pain. 

If, instead of 6% saline solution, 2% procaine is 
injected in the same way, there is occasionally produced 
a numb cold feeling referred mainly to the periphery of 
the skin of the appropriate segment. There is a feeling 
also that the muscles underlying it are not responding 
with normal facility. While this effect lasts, the sensory 
response to both cotton-wool and pinprick in the area 
changes: both stimuli are considered to be less clear or 
less sharp. It has been impossible, however, to test 
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Fig. 2—Effect of 0°3 ml. of 6°, saline solution injected between C5 


and C6 spinous processes in healthy person: cross-hatched, dis- 
tribution of immediate stinging pain; hatched, distribution of 
deep aching pain. 
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quantitatively to determine whether sensory threshold has 
risen or not. This effect is far less constant than that of 
the saline solution, and 1-2 ml. of procaine has to be used 
to produce it. 

Fig. 1 shows the effect of such a procaine injection in 
a healthy volunteer. The effect was quite striking. 
Although the volunteer had not been instructed in what 
he might feel he could outline readily the areas of sensory 
change produced. The effect was clearcut only for fifteen 
minutes or so. 

Fig. 2 shows the effect, on a different occasion in the 
same volunteer, of injecting 6°, saline solution into the 
same area. No skin hyperalgesia was produced, the 
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Fig. 3—Effect of 03 ml. of 6°, saline solution injected between C7 
and D1 spinous processes in case 2 with right spinothalamic loss 
below C6: cross-hatched, distribution of immediate stinging 
pain; hatched, deep aching pain; stippled, painless tingling. 


hatched area representing the reference of deep aching 
pain. Although roughly similar, the areas are neither 
strictly congruous nor entirely symmetrical. Such varia- 
tions and asymmetries are usual both with saline and with 
procaine injections. 

The production of referred hypoalgesia by procaine 
injections alone is inconstant; but, if saline solution is first 
injected and procaine is injected into the same site soon 
after the referred pain from the saline solution has come 
on, this pain is usually rapidly curtailed. Equally, if pain 
is already present from a local lesion—e.g., herpes zoster 
or a painful scar—procaine injected into the appropriate 
interspinous segment will often produce a sustained 
reduction in pain and hyperalgesia; this has useful clinical 
applications. 

Two points interested us in connection w’th these 
induced pains: 


(1) How long after the saline solution has produced referred 
pain will a procaine injection into the same site abolish the referred 
effect ? The common referred effect—the deep aching p:.ih—is 
usually waning spontaneously after ten to fifteen minutes, but 
in a milder form it may last much longer. So far we have 
produced a pronounced and rapid change in the referre«! pain 
by injecting procaine up to five minutes after the injection of 
saline solution. Our usual procedure is to leave the saline 


needle in situ and to inject procaine through this; but in some 
cases the analgesic effect has been produced by a separate 
injection into the same or a very nearby site. 

(2) Will anesthesia of the site of referred pain abolish this 
pain? Conflicting evidence has been produced on this point 
when the question of skin pain referred from a visceral source 
has been investigated. Several workers have reported relief of 
pain by anesthesia of the referred site (Weiss and Davis 1928, 
Morley 1931), whereas others have been unable to achieve this 
(Woollard et al. 1932, Livingston 1943). Possibly this apparent 
contradiction is partly due to a lack of distinction between 
referred pain and the less common referred skin hyperalgesia or 
tenderness. Lewis (1942), for instance, suggested that the 
mechanism of these two might differ, the hyperalgesia depending 
on axon reflexes, and the pain on defective localisation. A some- 
what similar view was put forward by Wolff and Wolf (1948). 
However, the suggestion of Doran and Ratcliffe (1954) that the 
cord centre for summation of impulses from two sources has a 
threshold above which reference occurs, may be a more satis- 
factory explanation, because local skin anzsthesia may then 
only sometimes reduce summated impulses below threshold 
level. The following case is relevant to this problem. 

Case 1.—Here saline-induced unilateral referred aching 
pain and skin hyperalgesia both occurred in the C7 segment: 
“ freezing’ the hyperalgesic skin with ethyl-chloride spray 
both abolished the hyperalgesia and greatly reduced the 
referred aching. As the effect wore off, apart from the transient 
perversion of sensation that always follows local ethyl-chloride 
anesthesia, the hyperalgesia did not return and the dull ache 
also remained less. These later effects may simply have been 
the natural waning of the referred sensations, but the imme- 
diate effect was striking and occurred when the sensations were 
obtrusive and at their height. 

The mechanism of anzsthesia by freezing must differ from 
that of nerve block, but in this setting it has the advantage that 
muscle and other deep afferents cannot be involved as they 
may with infiltration anesthesia. We can therefore argue that 
whatever effects are seen are those of alteration of skin sensation 
alone, whether by simple blocking of stimuli or possibly also 
by “ bombardment ” from an intense cold stimulus. 


The two following cases illustrate the ways in which the 
effects of injecting hypertonic saline solution may be 
altered by spinal-cord lesions. When spinothalamic 
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Fig. 4—Effect of 03 ml. of 6°. saline solution injected between D6 
and D7 spinous processes in case 2: cross-hatched, distribution of 
immediate stinging pain; small crosses, deep aching pain. 
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sensory loss is present from a cord lesion, it is still possible 
to get referred sensation by injecting hypertonic saline 
solution, but the sensation is modified. 


Case 2.—A man, aged 22, dived into shallow water and 
sustained a crush fracture of the C5 vertebra. After the imme- 
diate phase of spinal concussion had subsided, he had a Brown- 
Sequard syndrome with paresis of his left arm and leg and 
sensory loss to pinprick and temperature at the C6 segment 
and below on the right side. There was also some posterior- 
column loss on the left paretic side. The condition had been 
static for some years when he was examined. 

Injection of saline solution.—Fig. 3 shows the effect of inject- 
ing saline solution into the C7-D! interspace. There was 
immediate pain in the cross-hatched area only to the left of the 
injection site. Some minutes later a typical dull aching pain 
developed in the hatched area in his left arm and hand. Shortly 
afterwards, however, his right forearm experienced, in the 
dotted area which was within the area of spinothalamic loss, 
a tingling feeling which was neither painful nor unpleasant 
and was described as “ like a tuning-fork ’’. On another occa- 
sion he was given an injection of saline solution in the p6—D7 
interspace. The effect is shown in fig. 4. Again the immediate 
stinging pain was felt just to the left of the injection site. Then, 
during the next two or three minutes, there was a slow build-up 
of a bilateral unpleasant dull ache, felt as deeply placed and 
described as like being winded. No skin hyperalgesia developed 
on either side. The referred sensation was clearly felt on both 
sides, and even on direc: «questioning the patient denied any 
difference in intensity ur: the two sides. 

When the s:inal cord is the site of a local lesion, this 
may also affect the site of reference of some of the 
sensations induced by the dorsal midline injection of 
saline solution, as case 3 illustrates. Some of the effects 
noted in this case, although quite definite, are rare in our 
experience; we have only been able to produce them in 
one other case of spinal-cord lesion, thougk we have 
tried in several 

Case 3.—A boy, aged 20, was referred by the Army Medical 
Services because of difficulty in walking long distances. 

On examination he had a very slight spastic paraparesis. 
There was a sensory levei to light touch and pinprick at the D9 
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Fig. 5—Effect of 03 ml. of 6°), saline solution injected between L3 
and L4 spinous processes in case 3, with cord lesion and D9 
sensory level: cross-hatching, immediate stinging pain; trans- 
versely hatched, deep aching pain; vertically hatched, acute skin 
hyperalgesia. 


segment but no absolute sensory loss. He had some degree of 
kyphus at the D7—p9 vertebra. Laminectomy later showed a 
cord obviously stretched over the kyphus with some arachnoid 
adhesions at this level. 


Injection of saline solution.—The patient was tested with 
hypertonic saline solution some days before the operation. 
Fig. 5 shows the effects of an injection at the L3—-14 inter- 
space. There was immediate stinging pain in the cross-hatched 
area on both sides of the injection site. As this subsided, a 
typical dull aching pain developed in the anterior parts of the 
thighs (hatched areas). There was no skin tenderness or hyper- 
algesia. It was thought that the left quadriceps showed slight 
spasm to palpation. The referred pain was more severe on this 
side than on the right. The acute effect subsided in about ten 
minutes, and there remained only a slight feeling of muscle 
tenderness on the left. However, about three-quarters of an 
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Fig. 6—Case 4 with herpes-zoster scarring (small circles) and effort 
angina (hatched). 


hour after the injection there developed quite rapidly over two 
or three minutes severe hyperalgesia and tenderness of the 
skin over the epigastric region and lower rib margins (vertical 
hatching). So intense was this that the patient could not bear 
his pyjamas to touch the area and carefully held his clothes 
away from it, flinching at the slightest touch. This intense 
effect lasted about ten to fifteen minutes and then gradually 
subsided. Thirty minutes after the onset of the pain his skin 
was still hyperesthetic to light touch, and pinprick felt unduly 
sharp, but these sensations were no longer unendurable, and 
he could button his jacket and tie his pyjama cord in comfort. 


Case 4 illustrates that pain referred from a super- 
ficial focus in one segment may apparently summate 
with other potentially painful impulses not necessarily 
in the same segment. The result may be pain referred to 
more than one segment. This type of observation is not 
new. Case 4 is of interest as illustrating some inter- 
connection between three separate sources—pain of super- 
ficial origin, pain from deep somatic structures, and pain 
of supposedly visceral origin. 


Case 4.—A woman, aged 64, had ten months’ history of 
persistent post-herpetic pain. After some prodromal symptoms 
a mainly p3—p4 herpes zoster had developed on the left side. 
Vesication was slight and mainly on the anterior part of the 
body. There was no secondary infection, and subsequent 
scarring was slight. Nevertheless since the onset the patient 
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had had severe pain, felt in the skin in the affected dermatomes 
and deeply beneath it, almost entirely anteriorly. The area 
rapidly developed a typical protection hyperalgesia, and when 
seen she could not endure even the lightest touch to the 
affected area without experiencing severe, diffuse, and intensely 
unpleasant pain. Apart from this she had a mild hypertension. 
She did not complain spontaneously of any symptoms referable 
to her cardiovascular system, but on direct questioning she 
described effort angina. It appeared as a slight feeling of sub- 
sternal constriction and an aching pain referred down the left 
arm rather diffusely, but more ulnar than radial. It could be 
induced fairly consistently by walking briskly twice round the 
ward. It subsided within a few minutes of resting. Fig. 6 
shows the distribution of pain and the site of her zoster 
scarring. 

Intercostal block.—The patient was given an intercostal block 
of 2°,, lignocaine to the D3 and p4 spaces. About 10 ml. was 
infiltrated in the posterior axillary line. The post-herpetic 
pain was immediately reduced. The hyperalgesia was abolished 
and the skin could be handled without discomfort. The effect 
lasted about an hour and a half. During this time the patient 
discovered that she could walk round the ward without induc- 
This was put to the test and 
breathlessness she was 


ing her usual anginal pain. 
although she had the usual slight 
emphatic that she had no arm pain. 

Interspinous injection.—In the routine treatment of her post- 
herpetic neuralgia she was given procaine into the p3 and D4 
interspinous ligaments. This relieved both the herpetic pain 
and the angina, the effect lasting about two hours. On another 
occasion hypertonic saline solution was injected into the D3 
and p4 interspinous sites. This produced some increase in the 
herpetic pain and considerable aggravation of the hyperalgesia 
at the edges of the scarred area. The anginal pain was not 
induced, however, and her usual exertion, undertaken when 
the herpetic pain was aggravated, did not produce any arm 
pain. After repeated saline plus procaine injections to the D3 
and p4 interspinous areas over a period of some days post- 
herpetic pain and hyperalgesia were permanently reduced. 
Local massage and vibration to the scarred area were made 
possible, and with this she has remained comfortable for a 
six-month follow-up period. 


Discussion 

The response of saline-induced pain to procaine injected 
at the saline site shows that referred pain, after its incep- 
tion, may still depend on impulses from its primary 
activating focus. If chemical change at the site of refer- 
ence is responsible for it, such change must be very labile 
and maintained in some way by the primary focus. 

Anesthetising the skin over the region to which pain 
is referred also appears to modify the referred pain, as 
shown in case 1. This is not incompatible with the previous 
observation if one assumes that part of the mechanism of 
reference is a summation of sensory inflow in the cord. 
In that case reducing amy impulses which pass to the 
centre of summation may reduce the referred sensation. 

A similar problem is posed by the observations in case 4. 
Weiss and Davis (1928) reported temporary abolition of 
angina by anzsthetising the area of skin reference. In 
case 4, however, even if we assume a post-fixed brachial 
plexus, anzsthesia of an area of painful skin a segment or 
two away abolished the anginal pain. Even when the 
painful skin area was rendered hypoalgesic as a referred 
phenomenon from anzsthesia of deep midline structures 
in the same segment, this also reduced the anginal pain. 
It is difficult to imagine anything more peripheral than a 
cord mechanism being responsible for this. The fact that 
temporary exacerbation of the herpetic pain by saline 
injection seemed to reduce anginal pain is also compatible 
with a cord mechanism in which stimuli may compete for 
a common afferent pathway; but competition for cerebral 


representation (Lewis 1942, Doran and Ratcliffe 1954) 
would also explain it. 

The abolition of referred skin hyperalgesia, as distinct 
from pain, by anzsthetising the site of reference, which 
is also illustrated in case 1, is to be expected because the 
hyperalgesia is elicited by stimulation of the affected skin. 

Mackenzie (1909) emphasised that it was almost always 
pain that was referred, rather than any other sensation. 
This has at times been used as an argument that reference 
is largely psychological. In case 2 there was clearcut 
reference of sensation to both sides of the body in the C7 
segment, but on the side served by the damaged spino- 
thalamic tract the sensation was not painful. This suggests 
that conduction and redistribution of impulses occur in 
the cord, whatever more peripheral mechanism is involved. 
In case 2 also referred sensation which was painful was 
felt on both sides of the body at the D6 level, but it differed 
in quality from the pain felt in the upper limb. As a result 
of the cord lesion in case 2 the appreciation of pain and 
temperature in the skin and pain from the compression 
of skeletal muscle were absent on clinical testing of the 
right side. It therefore seems that the pathways in the 
cord for these sensations may differ from those subserving 
the unpleasant sensation that this patient experienced 
bilaterally. 

Kellgren (1939) and others have described a delayed 
onset to referred pain and hyperalgesia and have pointed 
out that reference is sometimes only approximately 
segmental. The hyperalgesic episode in case 3 was quali- 
tatively similar to those occasionally observed at the site of 
referred pain and aching following the midline injection 
of saline solution in healthy people. However, in case 3 
it was referred some six segments away from that of the 
saline injection; moreover it appeared at the upper level 
of the clinical sensory deficit. It is difficult to escape the 
conclusion that this delayed referred sensation involved 
a spinal-cord mechanism in its mode of reference and was 
in some way bound up with the cord lesion suggested by 
the clinical findings. Nathan (1956) describes a similar 
reference of pain beyond segmental limits in cases both 
with and without lesions of the spinothalamic tract. He 
also considers that this reference takes place at spinal-cord 
level, and he discusses in detail the possible anatomical 
and physiological basis for it. The time sequence in case 3 
is also of special interest because a mechanism apparently 
activated by the saline solution took up to three-quarters 
of an hour to manifest its clinical effects. 

In conclusion we emphasise three points: 

1) The clinical implications of these induced referred pains 

and other effects have still not been fully explored. Their 
application may be therapeutically rewarding; but (perhaps 
more important) the methods can readily be applied to healthy 
people to give a wider and potentially more valuable field of 
study. 
2) It must be accepted that the response to hypertonic 
saline solution varies.- Occasionally there may be no referred 
effect at all. The same effect cannot always be reproduced in 
the same person even with seemingly identical technique. The 
structure of the nervous system, the activity of the sensory 
neurone pool, learnt and innate reactions to pain, and, particu- 
larly, the patient’s powers of observation may all introduce 
variations and apparent discrepancies. ‘The facts are largely 
what the patient says he feels, and accurate description is not 
always easy for him. The need for such accuracy is illustrated 
in the confusion between referred pain and referred hyper- 
algesia which has certainly arisen at times. Nevertheless further 
observations in this field are clearly worth while and will no 
doubt establish an agreed body of facts. 
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(3) Any view of the neural mechanism involved in referred 
pain will have to try and explain all the facts. At present there 
is a dichtomy of views into those concerned with peripheral 
mechanisms (such as pattern of peripheral sensory innervation, 
axon branching, and antidromic impulses) and those postulat- 
ing a more central mechanism (such as a common sensory 
neurone pool in a segment of interconnected segments of the 
cord). This dichotomy seems unnecessary. There is no reason 
why each mechanism should not be involved in some of the 
effects noted, nor indeed why both should not be involved 
together. 

Summary 

The induction of referred pain by hypertonic saline 
solution injected into the interspinous ligaments and of 
referred hypoalgesia by similar injection of procaine in a 
healthy person is described. 

The modification of such referred phenomena in cases 
of spinal-cord lesions is described and discussed. 

A case of post-herpetic pain with referred phenomena 
and their modification by interspinous saline and procaine 
injections is described and discussed. 

rhis paper was read by one of us (C. W. M. W.) to the section of 
neurology of the Royal Society of Medicine, and we have to thank 
the honorary editors of the society’s Proceedings for permission to 
publish. 
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WHILE engaged in a survey of the data on leukemia 
contained in the records of the Ministry of Pensions and 
National Insurance .(Abbatt and Lea 1957, Lea and 
Abbatt 1957) we have been much impressed by certain 
fundamental uncertainties: the true incidence of leukamia 
in the general population; the apparent increase in the 
death-rate from leukemia in the general population in 
1911-55; and the identification of the various types of 
leukemia. We attempt here to estimate the extent of 
these doubts. 


True Incidence of Leukemia in General Population 

In any disease which is not compulsorily notifiable the 
only evidence.on which an estimate of its incidence can 
be based is provided by the certified death-rate. In many 
diseases the death-rate can give no information about the 
incidence, but leuke#mia is so extremely fatal that the 
death-rate must approximate very closely to the incidence. 
If, therefore, it could be assumed that all cases of leukaemia 


were diagnosed, very probably no serious error would be 
introduced by taking the death-rate as the incidence. 

Unfortunately there is no guarantee that all cases of 
leukemia are diagnosed; nor do we know of any method 
of estimating the size of the discrepancy. There seems to 
be little doubt that an unknown proportion of cases 
diagnosed either as aplastic anemia or as agranulocytosis 
are cases of leukemia in an aleukamic phase. We have 
found 119 cases so diagnosed in the records of the 
Ministry of Pensions and National Insurance, which 
contain copies of the full notes, both Service and civilian, 
and in 18 of these (15%) we think the diagnosis is 
doubtful. Our reasons for these doubts range from 
pathological reports—e.g., ““ The predominating cell is 
not a typical lymphocyte but rather bigger with scanty 
cytoplasm; it lies somewhere between a lymphocyte and 
a lymphoblast; a few are definitely lymphoblasts ’—to 
frank statements—e.g., ‘‘ The possibility that the aplastic 
anzmia may have been preceded by an aleukzmic type of 
myeloid leukemia cannot be completely ruled out”. At 
this date it is too late to do anything more than express 
doubts about these cases. Even if pathological specimens 
were obtainable, it seems very unlikely that any firmly 
based conclusions could be reached. 

An unknown proportion, almost certainly small but 
sufficiently large to affect the apparent incidence of 
leukzmia, of adults over middle age certified as dying 
from cerebral hemorrhage have no doubt died in that 
way, but the cause of the hemorrhage has been leukemia 
and not cardiovascular disease. Similarly, some cases of 
acute leukemia in infancy may be confused, in the absence 
of hematological investigation, with various acute 
infections. 

On the other hand, it seems very improbable that a 
death will be certified as due to leukemia unless hamato- 
logical investigation has been made. No such case was 
found in our 691 cases from the records of the Ministry of 
Pensions and National Insurance. It therefore does seem 
legitimate to conclude that the death-rates from leukemia 
given by the Registrar General (1912-56) for 1911-55, do 
not err in the direction of overestimation, and that the 
rates given can be regarded as minimal. 

However, it does not follow that this will continue to be 
so. The publicity recently given to the effects of radiation 
and the occurrence of leukemia in irradiated cases of 
ankylosing spondylitis, goitre, persistent thymus, &c., 
must have produced some degree of “‘ leukamia-minded- 
ness ” in the medical profession. In what direction, and 
to what extent, such a state will affect the certification of 
death from leukemia it is impossible to say, but some 
effect seems to be inevitable. Because of this we are of the 
opinion that the certified death-rates from leukemia for 
the next few years are likely to be unreliable. 


Apparent Increase in Death-rate from 
Leukemia in 1911-55 

Since 1911 there has been a great increase in the 
apparent death-rate from leukemia. For males of all ages, 
the death-rate per thousand living in England and Wales 
in 1911-15 was 0-012 and for 1951-55 0-053. The 
corresponding figures for females were 0-010 and 0-043 
(R. A. M. Case and J. T. Pearson, unpublished). The male 
rate has increased 4:4 times and the female 4-3. This 
suggests that the factors responsible for the increase apply 
equally to both sexes. These apparent increases, however, 
have not been uniformly distributed over the various 
age-groups, the greatest changes being in infancy and 
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after middle age. The question naturally arises: are these 
increases real, or are they artefacts brought about by such 
factors as changed methods of diagnosis and greater 
facilities for diagnosis ? 

There does not appear to have been much improvement in 
the diagnosis of leukemia over this period. Reference to 
standard textbooks of medicine published at the beginning of 
the period shows that all the signs and symptoms of typical 
cases of leukaemia were well known, and that the possibility of 
the disease being present in obscure cases was kept in mind, 
The following quotation from Taylor (1914) is typical: “ In 
any obscure illness with pallor, or enlarged glands, tonsils or 
spleen, or haemorrhages, or purpura, or sloughing gums, the 
blood should be examined and the lymphocytes carefully 
estimated. A leucocytosis of any degree with 85 or 90°, of 
lymphocytes must be regarded as lymphatic leukamia ”’. 

Even more interesting is a quotation from Taylor (1922): 

* Occasionally, however, leukemia follows closely upon some 
septic, toxic, or other general condition, ¢.g., sepsis, broncho- 
pneumonia, syphilis, variola or cancer, so as to have a recognised 
causation and deserve the name secondary. The cases are wanting in 
some of the features of primary cases, and the patients often recover .”’ 

Price’s textbook (1922) states: 

* Briefly it may be laid down whenever there is, even in the absence 
of a leukocytosis, a predominance of abnormal cells, whether these 
be myclocytes or ‘ Lymphocytes’, to the extent of 25 per cent of 
the total, the disease is leukamia .” 

It is of particular interest to note that aplastic anemia is 
included with the leukemias. The description given by Collins 
and Mayou (1925) of the retinal changes found in leukemia 
could well be inserted into a modern textbook, and the presence 
of lymphomata in the lids, orbit, and ocular conjunctiva was 
also mentioned. 

These extracts from textbooks throughout the period 
under investigation suggest that typical cases of leukemia 
would not have been missed at those dates, and that 
certain cases would have been included under that 
diagnosis which would not be so regarded at present. 
Certainly such statements offer no support for the view 
that the apparent increase in the incidence of leukzmia is 
due to improvement in diagnosis. 

There is no doubt at all, however, that many patients 
now have blood examinations as a routine measure, 
whereas at the beginning of the period such investigations 
were made only when the symptoms appeared to warrant 
them. It is a reasonable assumption that this must have 
produced an increase in the number of cases of leukemia 
discovered. The greatly increased interest in pediatrics 
and geriatrics in the last twenty years will have had 
additional weight in the extreme age-groups. Further, it 
is now very much easier to have blood examinations made 
than it was in 1911, but, so far as we can ascertain, there 
was little change in the availability of such examinations 
until about 1935. 

We therefore conclude that there has not been much 
change in our knowledge of leukaemia from the diagnostic 
point of view, and that some cases which at the beginning 
of our period would have been included with the leuke- 
mias would now be excluded, but facilities for diagnosis 
have been greatly improved. The question then arises: 
is there any means of estimating the magnitude of these 
factors ? 

We attempted to do this by examining our cases from 
the viewpoint of whether or not they might reasonably 
have been diagnosed if routine investigation of the blood 
had not been made. We assumed that all cases in which 
the signs and symptoms were those described in the 
standard textbooks would have been referred to a hospital 
where such examinations could be made. In our 691 cases 


we found 35 in which we considered that the clinical picture 
did not suggest the presence of a blood disease sufficiently 
strongly to warrant a special blood examination. These 
cases were diagnosed when such an examination was made 
only because no cause had been found for the patient’s 
condition. 

On the view that our increase in diagnostic facilities is a 
major cause in the apparent increase of leukemia it would 
be expected that, during the war years 1941-45, since 
more than 5,000,000 men passed through the Forces, 
where ample opportunities for diagnosis existed, there 
would be a sudden increase compared with the previous 
five years, and that there would be a levelling out or even 
a fall in 1946-50; but this is not so. Case (1956, fig. 31) 
shows that in males in the Service age-groups there was 
no increase in the death-rate from leukaemia in 1941-45, 
except in the age-groups 15-19, 30-39, whereas in every 
age-group there was an increase in 1946-50. 

Again it might be argued that, since the introduction of the 
National Health Service, a much larger proportion of sick 
persons have been investigated in hospitals, and that therefore 
a rise in the apparent incidence of leukemia would be expected 
in the years immediately following 1947. Further, as the 
scheme became stabilised, this increase would flatten out, and 
the rate would remain more or less constant, unless the increase 
were real. The Registrar General (1912~56) shows that, in 
England and Wales in 1955, the death-rates from leukaemia for 
males and females of all ages are still rising. Case and Pearson 
(unpublished) show that the steady rise in leukemia death- 
rates had begun by 1921-25, and we can find no evidence that 
opportunities for diagnosis had much increased before, at the 
very earliest, 1935. 

If, as is very probable, we have become “ leukwemia-minded ” 
as a result of our association with this disease, we will have 
acquired a bias and will tend to suspect leukemia in a case of 
any illness which does not conform to its textbook description. 
It is therefore possible that our selection of 35 cases (about 
5°.) out of the 691 is an underestimate. However, even if 
these 35 cases were increased to 10°,, or even 20°,, of the total 
they would produce little effect on a death-rate which has 
increased by more than 400°, in the last forty-five years. 

We therefore conclude that, although the improvement 
in the facilities for diagnosis plays a part in producing the 
apparent increase in the death-rate from leukemia, this 
factor does not account for more than a small proportion 
of this change, the remainder in all probability being real. 


Identification of Various Types of Leukemia 

Another feature of the published work on leukemia is 
the greatest differences in the relative proportions of the 
various cell types cited by different workers. Since we 
have been unable to find any evidence of improvement in 
the methods of differentiating between the various types in 
1940-55, we considered the possibility that a real change 
in the relative proportions might have taken place in this 
period. In our series of cases there was an increase in the 
proportions of both myeloid and monocytic types, with a 
corresponding decrease in that of the lymphatic, in this 
period, especially in the acute leukemias (acute leukemia 
being defined as lasting not more than six months). 
Calculation showed that these changes were very close to 
the level of significance which we use—i.e, the pro- 
bability that the observed changes may be due to chance 
must be less than | in 100. 

This investigation was made on the final diagnosis of 
each case. If the evidence could be accepted at its face 
value it would be of considerable interest; but we cannot 
accept these final diagnoses as reliable. Of 630 cases in 
which full details were available the diagnosis of the cell 
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type was changed during the course of the illness in 102 
(162%). Of these 102 cases 72 were acute (as defined 
above) and 30 chronic. Of the 630 cases 370 were acute 
and 260 chronic; hence the changed diagnoses occurred 
in 195% of acute cases and 11:5% of chronic. It is 
generally agreed that great difficulties exist in determining 
the cell type in many acute leukemias; hence we were not 
surprised to find differences of opinion in such cases. We 
were particularly surprised to find differences of opinion 
in so many chronic cases. 

The details of the changes in diagnosis of the cell type 
were as follows: 


Diagnosis on Diagnosis on No. of cases 
Peripheral Blood Peripheral Blood 
Myeloid to Lymphatic 4 
Myeloid to Monocytic 2 
Lymphatic to Myeloid 12 
Lymphatic to Monocytic 4 
Monocytic to Myeloid 4 
Monocytic to Lymphatic 2 
Diagnosis on Diagnosis on 
Peripheral Blood Sternal Marrow 
Myeloid to Lymphatic 2 
Myeloid to Monocytic 2 
Lymphatic to Myeloid 13 
Lymphatic to Monocytic 3 
Monocytic to Myeloid 3 
Diagnosis on : Diagnosis on 
Sternal Marrow Sternal Marrow 
Myeloid to Lymphatic 1 
Myeloid to Monocytic 2 
Lymphatic to Myeloid l 
Diagnosis on Diagnosis on 
Sternal Marrow Peripheral Blood 
Myeloid to Lymphatic 1 
Diagnosis on Blood Necropsy diagnosis 
and/or Marrow 
Myeloid to Lymphatic 2 
Myeloid to Monocytic 1 
Lymphatic to Myeloid 9 
Lymphatic to Monocytic 3 
Monocytic to Myeloid 3 
Monocytic to Lymphatic 1 


In 1 case lymphatic leukemia was diagnosed on lymph-node 
biopsy and changed to myeloid at necropsy, but certified as 
lymphatic. 1 case was only diagnosed at necropsy as 
leukemia of uncertain type and certified as lymphatic leukemia. 
1 case was diagnosed on peripheral blood as ? lymphatic, 
? monocytic leukemia, and as myeloid at necropsy. In 16 
cases three diagnoses were made: 9 of these reverted to the 
original diagnosis, but in the 7 others all three possible 
diagnoses were made. 

Six changes of diagnosis are possible, and all of them were 
made: myeloid to lymphatic 10, myeloid to monocytic 7, 
lymphatic to myeloid 35, lymphatic to monocytic 10, mono- 
cytic to myeloid 10, and monocytic to lymphatic 6. 

Equally remarkable was the finding that in 30 cases the 
diagnosis on the death certificate differed from the necropsy or 
hematological diagnosis. This is a singular finding. 

The evidence provides no grounds for regarding the second 
or third diagnoses as preferable to the first. In most of these 
cases no doubts were expressed about the original diagnosis. 
Most of the changes were made when the patient was moved 
from one hospital to another and reinvestigated. These 
findings necessarily throw much doubt on the value of the 
diagnoses in those cases in which the patient was not transferred. 
The question must arise: would there have been a change in 
the diagnosis of cell type if the patient had been investigated 
in another hospital? It cannot be emphasised too strongly 
that, although these cases of leuke2mia occurred in members of 
the Forces, the great majority of the investigations were made 
in the civilian hospitals of this country. It should also be 
realised that most of the diagnoses were made by general 
pathologists and not by hamatologists, and that though these 
findings are generally applicable to the United Kingdom they 

may differ from the results of the highly selected sample that 
would be obtained from teaching hospitals. 


It is clear that we cannot accept our findings on the 
change in cell type during the past fifteen years as having 
any real meaning. A change may be taking place, but the 
possibility of wrong diagnosis is far too great for this to be 
anything more than a suggestion. It is also evident that 
any attempt to draw conclusions from the cell type given 
on death certificates is quite unjustifiable at present. 

The remedy for this unfortunate position is not for us 
to discuss, but it is evident that the confusion on the type 
of leukemia is very widespread. A case of particular 
interest in this’ respect was one in which, after full 
hematological investigation, the patient was, with 
complete notes, transferred to another hospital and at 
once reinvestigated on the grounds that the clinical 
picture did not fit the hematological one. In view of the 
uncertainty about cell type which we have shown to exist 
such a statement seems to have little justification, but it 
certainly indicates a very confused state of affairs. 


Summary 


The deaths from leukemia given in the Registrar 
General’s Statistical Reviews are unlikely to be over- 
estimates. 

Although some of the apparent increase in the death- 
rate from leukemia in 1911-55 is due to improvement in 
diagnostic facilities, the greater part of it appears to be 
real. 

The diagnosis of cell type in leukemia is, at present, too 
unreliable for conclusions to be drawn from it; this 
particularly applies to conclusions drawn from death 
certificates. 

We are indebted to Prof. J. V. Dacie and Prof. L. J. Witts for 
helpful advice and criticism in the preparation of this paper; and to 
the Chief Medical Officer of the Ministry of Pensions and National 
Insurance for permission to publish data taken from the records of 
the Ministry. 
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In Sheffield the epidemic of influenza, due to the 
Asian variety of influenza-A virus, was at its height in 
September and October, 1957. In these two months 
140 patients with pneumonia were admitted to the general 
medical wards of this hospital. 

We review these cases here and discuss some factors 
that affected prognosis. The association between influ- 
enza-A virus and Staphylococcus aureus (coagulase- 
positive) is well recognised, and we emphasise the 
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TABLE I—RESULTS OF BACTERIOLOGICAL EXAMINATION OF SPUTUM 
AND NECROPSY MATERIAL IN 140 CASES 


_No. of cases 





Organism 
Staph aureus 38 (27% y 
Pneumococci 12 (9%) 
H. influenza os as 5 (4%) 
Friedlander’s bacillus , - os 7 (5%) 
$-Hemolytic streptococci = a "9 2 (1%) 
Coliform bacilli - * 10 (7%) 
No significant a sic 65 (46°,) 
No bacteriological exa conmination. : L (2%) 
Total 140 


importance of this organism both as an early and as a 
late bacterial invader. 
Methods 


A retrospective study was made of the case-notes and 
laboratory records for the months of September and 
October. The criterion for inclusion in the series was 
evidence of consolidation of the lung demonstrated by 
either radiography or necropsy. 


In the laboratory each sputum was cultured aerobically on a 
horse-blood agar plate. Necropsy material was cultured on a blood- 
agar plate both aerobically and anaerobically and on a MacConkey 
agar plate. The plates were read after overnight incubation at 37°C. 
In the interpretation of cultures the presence of bacterial pathogens, 
especially Staph. aureus, was reported only when they were considered 
to be present in significant numbers. It has been found in this 
laboratory that the use of a heated blood (“ chocolate ’’) agar plate 
did not appreciably increase the isolation-rate of Hamophilus 
influenza, so long as small colonies, especially those showing 
satellitism in the presence of staphylococci, were fully examined. 
Most of the necropsy specimens, however, were cultured on choco- 
late-agar as well as on blood-agar. 

Staph. aureus was identified by the slide and/or the tube coagulase 
test, pmeumococci by their sensitivity to ethylhydrocupreine 
(‘ Optochin ”) H. influenza by satellitism around a colony of Staph. 
aureus on a blood-agar plate, and coliform bacilli by colonial morpho- 
logy. All organisms were checked for their morphological appearance. 
When pathogenic bacteria were not isolated, the result was recorded 
as “‘ no significant organisms ” 

Sensitivity was tested by placing antibiotic discs on a blood-agar 
plate inoculated with the organism on the surface, and the results 
were read after overnight incubation at 37°C. The organisms were 
tested against aureomycin, penicillin, streptomycin, chloramphenicol, 
erythromycin, and sulphonamides, and were recorded as being 
either sensitive or resistant. 


Results 


The results of the culture of sputum and necropsy 
material are set out in table 1, which shows that Staph. 
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Fig. 1—Age-distribution and mortality in staphylococcal and non- 
staphylococcal pneumonia. 


aureus was isolated from 27% of the cases and pneumo- 
cocci and H. influenzae from only 9% and 4% respec- 
tively. 

The cases can be divided into two large groups: those 
in which Staph. aureus was isolated, and those in which 
it was not. 

The incidence and mortality, by age, in the staphylo- 
coccal and in the non-staphylococcal groups are given in 
fig. 1. In the staphylococcal group there were 38 cases 
with 18 deaths, a mortality of 47%, and in the non- 
staphylococcal group there were 102 cases with 16 deaths, 
a mortality of 16%. The overall mortality of the series 
was 24%. There was no clear sex difference in either 
group. 

A further comparison of incidence and mortality, in 
relation to pre-existing disease, is set out in table 11. Two 


TABLE II-—-COMPARISON OF INCIDENCE AND MORTALITY IN STAPHYLO- 
COCCAL AND NON-STAPHYLOCOCCAL CASES ON THE BASIS OF PRE- 
EXISTING DISEASE 


Non-staphylo- Staphylococcal 
coccal group group 
Clinical state . 


Total No. of Total No. of 

no. fatal cases no. fatal cases 

No previous disease ‘ 3 35 2 (6% 19 8 (42%) 

Chronic chest disease 48 8 (17%) 13 7 (54%) 

Hypertension and ischaemic heart- 

sease 5 3 1 1 
Pregnancy 4 0 2 1 
Pregnancy and mitral-valve disease 3 1 1 1 
Rheumatic heart- disease : 7 2 2 0 

Total ; , 102 16 (16%) 38 18 (47°) 


large groups may be noted—one with no pre-existing 
disease and the other with chronic chest disease. There 
are four other small groups which are too small for 
comparison. In the two larger groups the mortality was 
much greater when Staph. aureus was present. 

An analysis of the sex distribution according to age 
shows that males predominated in the older age-groups, 
because of the high incidence of chronic*chest disease in 
this area. The relatively larger number of females in the 
younger age-groups may be due to the more serious prog- 
nosis of postinfluenzal pneumonia in pregnancy and 
rheumatic heart-disease. 

There were 33 cases of pneumonia in women of child- 
bearing age (16-40); 10 of these were pregnant, 8 being 
in the third trimester (table 11). 

13 patients had valvular heart-disease, 11 of them 
having lesions of the mitral valve. Of these 11 
patients with mitral disease 9 were females, and 3 died 
(all fernales). 

The antibiotic sensitivity of the strains of Staph. aureus 
isolated from the 18 fatal cases are presented in table 111. 
Antibiotic-sensitive strains are those sensitive to aureo- 
mycin, chloramphenicol, penicillin, streptomycin, ery- 
thromycin, and sulphonamides. Antibiotic-resistant 
strains are those resistant to aureomycin, penicillin, 


TABLE III—ANALYSIS OF ANTIBIOTIC SENSITIVITY OF STRAINS OF 
Staph. aureus ISOLATED FROM 18 FATAL CASES 


Antibiotic-sensitive Antibiotic-resistant 


No. of days in hospital steaine strains 
1 4 0 
2-7 3 
8-14 0 2 
15-21 0 1 
22-28 0 1 
Total .. aS 12 6 
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Fig. 2—Pneumonia notifications to M.O.H., Sheffield, in 1956 and 
1957 and numbers of cases in which influenza-A virus was found. 


streptomycin, and sulphonamides and sensitive to ery- 
thromycin and/or chloramphenicol. Erythromycin was 
the only one of the six antibiotics used in the laboratory 
routine to which all the strains of Staph. aureus were 
sensitive. 

The culture results and the sensitivity of strains of 
Staph. aureus isolated on admission to hospital and in 
hospital are shown in table Iv. 


Discussion 


The number of cases of infection with influenza-A 
virus diagnosed in the Public Health Laboratory, Sheffield, 
from all sources, is set out in fig. 2, which also gives the 
number of pneumonia notifications to the medical officer 
of health, Sheffield, in September and October in 1956 
and 1957. Fig. 3 gives the admission-rate, by weeks of 
the 140 cases under discussion. 

The results of the virus study reflect, to some extent, the 
prevalence in the community of infection by influenza-A 
virus. These results, in conjunction with the increase in 
pneumonia notifications in September and October, 
1957, compared with the previous year, and in conjunc- 
tion with the admission-rate of the 140 cases to hospital, 
tend to support the view that most of the cases under 
review were, in fact, of postinfluenzal pneumonia. Sero- 
logical evidence of infection with, and isolation of, 
influenza virus A was made in a proportion of the cases. 
Many of the patients gave a history of a typical influenzal 
illness preceding the pneumonia. 

The viruses of influenza B, C, and D (Sendai virus) 
were not detected in the community in comparable 
periods in 1956 or 1957. Influenza virus A was not 
detected in the autumn of 1956. 

The fact that most of the patients had been given 
antibiotics before admission to hospital may explain the 
large number of cases (46%) in which cultures of sputum 


TABLE IV—ANTIBIOTIC SENSITIVITY AND RESISTANCE OF STRAINS OF 
Staph. aureus ISOLATED ON AND AFTER ADMISSION TO HOSPITAL 


No. of No. of 
survivors fatal cases 


No. of patients with 


Antibiotic-sensitive strains isolated on admission 

and thereafter ; 7 
Antibiotic-sensitive strains isolated on admission, 

with antibiotic-resistant strains isolated later 2 
No significant organisms isolated on admission, 

with antibiotic-sensitive strains isolated later .. 0 0 
No significant organisms isolated on admission, 

with antibiotic-resistant strains isolated later . . 8 
Antibiotic-resistant strains isolated at first bacterio- 

logical examination ‘ 3 


Total . * 4 ie 18 


and necropsy material did not reveal any pathogenic 
bacteria (table 1). This supposition is supported by the 
10 cases (7°) in which coliform bacilli were isolated 
from sputum, because these bacilli are often isolated 
from sputum cultures made during or immediately after 
antibiotic therapy. 

Thus the bacteriological results in this series are not 
directly comparable with any of the series in the pre- 
antibiotic era, because many of the pathogenic organisms 
—e.g., pneumococci and H. influenze—may have been 
killed or had their growth suppressed. If we accept that 
the low isolation-rates for pneumococci and H. influenze 
(9% and 4%, respectively) were due to the use of anti- 
biotics before admission to hospital, the isolation-rate 
of Staph. aureus (27%) may be lower than the true 
incidence. Stuart-Harris (1953) found that Staph. 
aureus was isolated from 20°, of cases during an influenzal 
period and from 4% of cases during a non-influenzal 
period. 

In the Public Health Laboratory, Sheffield, during 
1955-57 the percentage number of sputa from which 
Staph. aureus was isolated increased during influenzal 
epidemics (L. Robertson and J. E. M. Whitehead, 
to be published). 

The greater severity and mortality of the cases infected 
with Staph. aureus, along with the prevalence of the 
organism in sputa dur- 
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whereas in the “‘chronic 


Fig. 3—Distribution of admissions 
of 140 patients with pneumonia 


chest group” there to hospital. 
were 13, of whom 7 
(54%) died. As would be expected, the average age of 


the “ chronic chest group ” was higher than that of the 
“healthy group” owing to increasing prevalence of 
chronic bronchitis in the older age-groups. In 13 of 61 
cases (21°) in the “‘ chronic chest group ”’, and in 19 of 
54 cases (35%) in the “ healthy group” Staph. aureus 
was isolated from either sputum or necropsy material. 
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Of necessity the patients admitted to hospital were 
selected. Those who had previously been healthy were 
admitted because they had a serious illness. Several had 
the syndrome of “ peculiar cyanosis”’ and “ gelatinous 
exudate ”’ described by French (1920). Necropsy in 
these cases showed necrosis, in whole or in part, of the 
tracheobronchial epithelium. The trachea and bronchi 
were bathed in bloodstained purulent material. Micro- 
scopy showed numerous gram-positive cocci, and pure 
growths of Staph. aureus were obtained on culture. 
There was considerable pulmonary cdema, a thin 
serous bloodstained fluid exuding from the lungs on 
pressure. 1 patient presented the appearance of toxic 
myocarditis. In the “ chronic chest group ”’ the infection 
often precipitated respiratory or cardiac failure, and in 
the fatal cases in this group necropsy revealed more often 
changes of a conventional pneumonic pattern. How- 
ever, some tracheal and bronchial subepithelial hamor- 
rhage was present in most cases. 

The hospital environment is contaminated with 
Staph. aureus. With the increasing use of antibiotic and 
chemotherapeutic agents strains resistant to several 
such agents can be isolated from the noses of members 
of the hospital population, blankets, superficial skin 
lesions, &c. In a disease such as influenza, where a 
possible association between the virus and Staph. aureus 
can be shown, there may be a danger in introducing a 
patient with a postinfluenzal pneumonia not due to 
Staph. aureus into such an environment. It is thought 
that hospital infection did take place in this series. Thus, 
an analysis of the antibiotic sensitivity pattern of the 
strains isolated from all the cases of staphylococcal 
infection shows that 21 cases (table Iv) had sensitive 
strains on admission to hospital, and that 2 of these 
later acquired a resistant strain. There were 11 patients 
from whom Staph. aureus was not isolated on admission 
to hospital but who subsequently showed evidence of 
infection with resistant strains. Most of the resistant 
strains were isolated after the first week in hospital; 
three of these were isolated after the temperature had 
subsided and the patients were recovering from the 
infection. No cases became superinfected with sensitive 
strains in hospital. 

Table 111, where the antibiotic sensitivity of the strains 
of Staph. aureus isolated from the 18 fatal cases is pre- 
sented, shows that, in cases which were fatal within 
twenty-four hours of admission to hospital, all the 
strains isolated were sensitive to aureomycin, chloram- 
phenicol, penicillin, streptomycin, erythromycin, and 
sulphonamides—i.e., the patients were infected with 
strains having the antibiotic sensitivity pattern that one 
would expect to find outside the hospital community. 
From the second to the seventh day after admission to 
hospital there were 5 deaths. From 3 of these 5 patients 
antibiotic-sensitive strains were isolated; from the 2 
others antibiotic-resistant strains were isolated post 
mortem, no previous bacteriological examination having 
been made. In all, there were 6 fatal cases infected with 
resistant strains, and in 3 of the 6 cases resistant strains 
were isolated from the first specimens examined. Possibly 
the 3 patients were infected with antibiotic-resistant 
strains before entering hospital, but such strains are not 
commonly found outside the hospital community. These 
infections may well have been acquired while these 
patients were in hospital. 

An example of infection in hospital with antibiotic- 
resistant strains of Staph. aureus was seen in one of the 


wards where 7 patients with pneumonia were admitted. 
From 3 patients Staph. aureus phage-type 77 was isolated, 
and these three strains, which were not present in the 
first specimen of sputum examined, were sensitive to 
erythromycin and chloramphenicol only From the 4 
other patients antibiotic-sensitive strains were isolated; 
one strain was type 53, one type 52a, and the two others 
were not typed. 

Bacteriophage typing of Staph. aureus was done on 
strains isolated from 16 cases. There was no predominant 
type. 

The treatment of the fulminating staphylococcal 
infections is very difficult, because it is necessary to treat 
both the bacterial infection and the attendant pulmonary 
cedema and peripheral circulatory failure. 14 such 
patients died within the first week of admission to hos- 
pital, and all had been treated in hospital with massive 
doses of antibiotics, including erythromycin and chloram- 
phenicol. Despite this treatment antibiotic-sensitive 
strains of Staph. aureus were isolated from 12 of the 
patients post mortem. In contrast the less severely affected 
patients responded well to antibiotics, and those infected 
in hospital with antibiotic-resistant strains responded well 
to the antibiotics indicated by the in-vitro sensitivity 
tests. 

In hospitals where patients are being treated with 
antibiotics the nasal flora is suppressed, and it is possible 
that the nares can then become colonised by the anti- 
biotic-resistant strains of Staph. aureus present in the 
hospital environment. Gould and Cruikshank (1957) 
have successfully suppressed Staph. aureus in the nares 
with antibacterial creams. Possibly hibitane, combined 
with either neomycin or bacitracin, as a nasal cream, as 
they suggest, would be of prophylactic value in patients 
admitted to hospital with postinfluenzal pneumonia 
who are not infected with Staph. aureus on admission 
but who are liable to become superinfected with antibiotic- 
resistant hospital strains of Staph. aureus. 

It would be interesting to know whether the patients 
in whom  postinfluenzal staphylococcal pneumonia 
developed were, in normal circumstances, nasal carriers 
of the organism, and whether the lung infection was 
derived from the strains present in the nose. If this were 
so, the 30-40%, of the community at large who are nasal 
carriers of Staph. aureus would be at a special risk during 
influenzal epidemics. 

Summary 


During the influenza epidemic in the autumn of 1957 
140 patients with pneumonia were admitted to this 
hospital. 

Among the 38° patients infected with Staph. aureus 
the mortality was noticeably greater (47%) than in the 
remainder (16°). 

There was evidence that 13 of the 140 patients were 
infected in hospital with strains of Staph. aureus which 
were resistant to penicillin, aureomycin, streptomycin, 
and sulphonamides. 

We wish to thank the physicians of the City General Hospital 
under whose care the patients were admitted; Dr. A. J. N. Warrack 
for the necropsy findings; Dr. J. E. M. Whitehead Yor the viro- 
logical investigations; Dr. E. H. Gillespie for the results of staphylo- 
coccal phage-typing; and Dr. E. H. Gillespie and Dr. J. Beasley for 
advice and criticism. 
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METASTATIC PANOPHTHALMITIS 
FOLLOWING COMMONPLACE SURGICAL 
INFECTIONS 


MALCOLM H. GouGH 
M.B. Lond., F.R.C.S. 
RESIDENT SURGICAL OFFICER, WEST KENT GENERAL HOSPITAL, 
MAIDSTONE, KENT 


PANOPHTHALMITIS is an acute purulent infection involv- 
ing all the coats of the eye and usually follows a perfor- 
ating wound, whether this be operative or accidental. 
A further means of infection is by metastatic spread from 
some other focus; in these cases the panophthalmitis may 
present either as part of a general septicemia or as an 
isolated lesion, and the true nature of an inflamed and 
painful eye may often remain obscure until irreversible 
damage has been done to delicate intraocular structures. 
If, however, panophthalmitis is recognised early, the sight 
of the affected eye may be saved. 

Two cases are reported here not only because of the 
difficulty in diagnosis but also because of the rarity of 
panophthalmitis now that antibiotics are used more 
widely in early cases of general and ocular infection. 


Case-reports 

Case 1.—A housewife, aged 28, reported to hospital on 
Feb. 17, 1957, with two weeks’ history of a tender swelling of 
her left breast. She had previously always been well. Twenty- 
five days earlier she had given birth to twins and had been 
given stilbcestrol tablets immediately afterwards to suppress 
lactation. On the tenth day post partum she had in her left 
breast a painful swelling which was diagnosed by her doctor 
as an incipient breast abscess and treated with penicillin injec- 
tions fora week. This produced marked symptomatic improve- 
ment, and she then applied kaolin poultices for a further week, 
during which time her symptoms recurred. 

On examination she looked ill and had an obvious large 
breast abscess beginning to point vertically above the nipple. 
No other abnormality was found. Under general anesthesia 
the abscess was incised, and about 8 oz. of thick yellow pus 
was evacuated from a multilocular cavity occupying the greater 
part of the breast. The loculi were broken down, and the 
cavity was drained. 

Postoperative course.—On the fourth postoperative day the 
patient complained of watering and irritation of her right eye. 
Examination showed mild conjunctival injection but little else. 
She was treated with sulphacetamide-sodium (‘ Albucid ’) 
eyedrops for presumed conjunctivitis. Next day the irritation 
had changed to pain, her vision had become blurred, and she 
had ciliary injection and chemosis. Acute iritis was diagnosed 
and treatment begun with atropine eyedrops and hot bathing. 
On the sixth day hydrocortisone eyedrops were prescribed in 
addition to the atropine. The pain and chemosis, however, 
gradually increased, and on the seventh day a rise in tension 
of the globe was noticed. This, with the increased pain, was 
thought to be due to secondary glaucoma, and acetazolamide 
(‘ Diamox ’) tablets 500 mg. initially, followed by 250 mg. four 
times daily, were given. By the ninth day the pain had become 
very severe and throbbing and radiated to the frontal 
region, teeth, and nose. Chemosis was gross, as was cedema of 
the lids, and vision was restricted to appreciation of bright 
light. At this stage panophthalmitis was suspected, and a 
retrobulbar injection of crystalline penicillin 1,000,000 units 
with 2% lignocaine 0-5 ml. and hyaluronidase 1 ml. was 
given. Hot bathing was continued, streptomycin 0-5 g. was 
injected intramuscularly twice daily, and the patient was 
heavily sedated. 

Operation.—The patient’s condition having remained 
unchanged, on the twelfth day, under general anzsthesia, the 
sclera was incised at the level of the pars plana of the ciliary 
body. Thick pale-yellow pus was liberated. Exploration of the 
orbit revealed no further pus. The cornea was then incised, 


and pus was irrigated from the anterior chamber. Complete 
seclusio pupilla was found. 

Postoperative course.—Next day the patient’s condition was 
greatly improved; the cedema, pain, and chemosis all grad- 
ually settled, and two weeks later she was discharged with a 
slightly painful and blind eye. During the following six months 
the eye became painless and then shrunken. Her breast healed 
normally, and at no time was there evidence of any other 
metastatic lesion. Her temperature was raised on admission 
but fell after the incision of the breast abscess. It did not rise 
above. 99°F until the ninth postoperative day, when the 
panophthalmitis was fully established. 

Laboratory investigations.—From both the breast and the 
eye similar organisms were cultured, namely coagulase-positive 
staphylococci sensitive to streptomycin, terramycin, and 
chloramphenicol but resistant to penicillin, 

Case 2.—A diabetic woman, aged 46, attended hospital 
on Sept. 11, 1956, with a paronychia of her left index 
finger. She had this incised as an outpatient under local 
anesthesia, and a small amount of pus was released. She was 
not given any antibiotics. A few days later she felt unwell 
and became pyrexial. On the advice of her doctor she rested in 
bed, but the malaise continued and she developed polydypsia 
and polyuria and became nauseated. On Sept. 23, 1956, she 
had noticed bilateral deterioration of vision, accompanied by 
pain in her left eye which radiated to the frontal region. 

On admission to hospital on Sept. 25, 1956, her temperature 
was 100°F and she had glycosuria and acetonuria. Her eyelids 
on both sides were cedematous, there was bilateral ciliary injec- 
tion, and both pupils were unresponsive to light. A cloudiness 
was.visible in both anterior chambers, and vision was restricted 
in the left eye to appreciation of light and dark only, and in the 
right eye to appreciation of coarse hand movements. 

Diagnosis, treatment, and course.—Bilateral iritis with second- 
ary glaucoma and uncontrolled diabetes was diagnosed, and 
treatment with cortisone and atropine eyedrops, and with 
insulin was instituted. On Sept. 28, 1956, her temperature 
had become normal although her eyes had improved only a 
little. On this day a trace of albumin and some pus cells were 
found in her urine, and on abdominal palpation a soft spleen 
tip was felt. Urine and blood cultures were made, and the 
true nature of the ocular condition was now recognised as 
probably a metastatic panophthalmitis secondary to septi- 
cemia. Treatment with crystalline penicillin 8,000,000 units 
daily, streptomycin 2 g. daily, and chloramphenicol 2 g. daily 
was begun. By Oct. 2, 1956, although the right eye was 
slowly improving, the left eye had lost all vision and was pain- 
ful and proptosed, and there was considerable periorbital 
oedema. 

Operation.—On Oct. 3, 1956, under general anesthesia, the 
left eye was explored, found to contain a large amount of pus, 
and eviscerated. 

Postoperative progress.—This was satisfactory, the anti- 
biotics being discontinued on Oct. 14, 1956. The gradual 
improvement of the right eye was maintained, which progress 
was hastened by two five-day courses of corticotrophin in the 
next six weeks, the first course being covered by a further 
week’s course of chloramphenicol 2 g. daily and terramycin 
2 g. daily. When the patient was discharged on Dec. 3, 1956, 
she had been stabilised (after some early difficulty) on insulin 
zinc suspension 56 units daily, her left eye had healed satis- 
factorily, and her right eye, in which the vitreous was still 
clearing, had a visual acuity of 1:5/60. 

Follow-up.—A year later, in November, 1957, her visual 
acuity was 6/60, and some scarring was visible above the 
macula, this presumably being the site of the original choroidal 
or retinal abscess. Again in this patient, in spite of septi- 
ceemia, there was no high pyrexia. At no time did her tem- 
perature rise above 101°F which was recorded only on one 
occasion. 

Laboratory investigations.—Unfortunately the pus from the 
infected finger was not cultured. The blood-sugar levels on 
Sept. 26, 1956, were 235 mg. per 100 ml. in the morning and 
255 mg. per 100 ml. in the evening. On Sept. 28, 1956, cul- 
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tures of blood and urine (catheter specimens) both grew 
Staphylococcus aureus slightly sensitive to penicillin and 
sensitive to chloramphenicol, streptomycin, and terramycin; 
and the number of white blood-cells was 8900 per c.mm. 
(polymorphs 84°, lymphocytes 14°,, monocytes 2°,). On 
Oct. 2, 1956, three days after the start of antibiotic therapy, 
a blood-culture again yielded staphylococci. On Oct. 16, 1956, 
and thereafter blood-cultures proved negative. 


Discussion 

Metastatic infection of the eye was first recognised by 
Virchow (1856) and Axenfeld (1894) published a series of 
such cases. Most of the cases recorded since occurred in 
pre-antibiotic days, when loss of the affected eye was 
almost inevitable. Donahue (1943), however, reported a 
recovery from panophthalmitis in a man, aged 52, who 
developed the infection a week after perurethral pros- 
tatectomy and was successfully treated with sulphadiazine. 
Today, with prompt antibiotic treatment (promptness is 
the important factor), it may be possible to save the vision 
of the affected eye in a large proportion of cases. 

The primary lesions in published cases have ranged 
from otitis media and pneumonia to furunculosis (Spicer 
1907), and the most usual infecting organisms have been 
streptococci, staphylococci, and (less commonly) coli- 
form bacilli. The presence of frank septicemia (as 
in case 2) is by no means an invariable accompaniment of 
metastatic panophthalmitis, but septicemia was prob- 
ably the cause of death in many of the earlier published 
cases. 

Typically panophthalmitis is of dramatic onset, but it 
was not so in these two patients. Again, the temperature 
is commonly considerably raised; but in these two cases 
pyrexia was not prominent in the clinical picture. The 
usual presenting symptoms are pain in the eye, malaise, 
headache, and drowsiness, and the signs are those of con- 
junctival and ciliary injection, edema of the lids, and 
chemosis and a hazy appearance of the cornea. The iris 
appears “ muddy’, and the posterior corneal surface 
becomes covered with precipitates. A vitreous haze 
develops, and eventually this haze increases until, on 
retinoscopy, all view is obscured and the yellow reflex is 
obtained. These signs may develop in a few hours or take 
several days to become manifest. Eventually the pain 
becomes very severe, the intraocular tension rises con- 
siderably, and the eye becomes fixed and proptosed. The 
differential diagnosis is from an intraorbital, as opposed 
to an intraocular, abscess. 

The earlier that treatment is begun the better because, 
once suppuration has started, the delicate intraocular 
structures become irreversibly damaged (Duke-Elder 
1940, 1954); and, even if the eye is saved, the end-result, 
so far as visual acuity is concerned, may be disappointing. 
With the first symptom or sign, treatment with atropine 
eyedrops and local heat, which may be applied by bathing 
or by short-wave diathermy, should be instituted. Corti- 
sone locally and either corticotrophin or cortisone systemi- 
cally should be tried. The antibiotic to be given will 
depend on the sensitivity of the organism, which may be 
assumed if the organisms of the original lesion have 
been cultured as in case 1. If the organism is not known, 
a conjunctival swab should be taken and treatment 
started with local and systemic penicillin. Locally peni- 
cillin may be administered by subconjunctival or retro- 
bulbar injection. It is probably wise, owing to the 


common occurrence of penicillin-resistant infections, to 
combine this with some other antibiotic therapy. Penicillin 
given systemically does not pass the blood-aqueous bar- 


rier, hence the need for local and systemic administration, 
although sulphonamides do pass this barrier. Of the 
other antibiotics the most satisfactory, after experimental 
and clinical trials, appears to be chloramphenical in a 
dosage of up to 6 g. daily (Leopold et al. 1950). This 
may also, with advantage, be applied locally as drops or 
ointment. Terramycin appears to be relatively unsatis- 
factory (Sorbsy et al. 1953). If a combination of anti- 
biotics are given at any one time, it should be remembered 
that they do not always exert a synergistic effect. Strep- 
tomycin may also be given by subconjunctival injection, 
and the intraocular levels obtained are higher if adrenaline 
is added to the injection. 

Sorsby and Ungar (1958) have favourably reported on 
the use of neomycin in intraocular infections. Neomycin 
is a true broad-spectrum antibiotic and thus is effective 
against the organisms likely to be the cause of panoph- 
thalmitis. Although clinical experience of its use is 
limited, for subconjunctival injection neomycin 0:5 g. 
dissolved in 0-75 ml. of water to which 0-25 ml. of 1:1,000 
adrenaline has been added is recommended. Neomycin 
is toxic; so probably not more than 2 g. should be admin- 
istered by this route. Again, another antibiotic should be 
given systemically in metastatic panophthalmitis. 

If the condition is recognised only at a late stage or 
does not respond to vigorous antibiotic therapy, resort 
will have to be made to surgery. Usually evisceration is 
the operation of choice because enucleation involves the 
danger of spread of the infection to the subarachnoid 
space round the optic nerve, leading to meningitis. 

It is interesting to note that the incidence of intraocular 
metastatic carcinoma is very low, even in patients with 
widespread carcinomatosis; about 70°, of those which do 
occur are said to be secondary to breast carcinoma 
(Cohen 1937). 

In both cases reported here acute iritis was diagnosed 
in the early stages. In case 2 the true nature of the pro- 
cess was recognised with the development of signs of 
septicemia, and prompt antibiotic treatment saved the 
second eye. Although coincident but quite divorced 
ocular conditions are undoubtedly more common in such 
patients, any person presenting with an acutely inflamed 
eye and a recent history of pyogenic infection should be 
suspected of having metastatic panophthalmitis, especially 
if the tension of the globe is raised. 


Summary 

Two cases of metastatic panophthalmitis, one following 
drainage of a breast abscess and one, which was bilateral, 
following a paronychia, are described. 

The infrequency of metastatic panophthalmitis and the 
importance of early antibiotic therapy, both local and 
systemic, if vision is to be saved, are noted. 

Any patient with an acute iritis and a recent history of 
pyogenic infection should be suspected of having metas- 
tatic panophthalmitis. 

I wish to thank Mr. K. W. Wilkinson and Mr. J. S. Phillpotts for 
help in preparing this paper and permission to publish case 1, and 
Dr. J. R. Nassim for permission to publish case 2. 
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EARLY in 1957 we began work on total cardiopulmonary 
bypass, hoping that within a year we could employ a 
heart-lung machine on patients requiring deliberate 
open cardiac surgery. This limited aim has been achieved, 
and the techniques learnt in the laboratory have been 
translated to the operating-theatre. Lillehei et al. (1956) 
and Kirklin et al. (1956) in the U.S.A. had developed 
satisfactory bypass techniques well before we started; 
the most superficial study of their work reveals the stress 
they placed on painstaking laboratory preparation. 
We outline here the work done by a team anxious to 
gain the knowledge necessary to carry out safe total 
cardiopulmonary bypass. 


The Apparatus 

We use a Lillehei-deWall pump-oxygenator (deWall et. al, 
1957) (fig. 1). The pump, a ‘ Sigmamotor T-6S’,* has 
identical arterial and venous heads in which a length of latex 
tube is compressed against a spring-loaded back-plate by each 
of a series of twelve steel fingers in turn milking the blood 
along. The speed of action, and thus the delivery-rate of each 
head is independently variable. Blood passes from the caval 
cannula to the venous pump. (In the last 11 perfusions we 
have used a gravity drainage venous well [deWall et al. 1958].) 
From the pump the blood passes up a vertical tube, the 
oxygenator, into which oxygen is bubbled through a perforated 
disc at its lower end. During this ascent the blood is oxygen- 
ated and then passes down into a wider tube, the debubbler, 
set at 25° to the horizontal and coated with a silicone antifoam 
(1.C.1. M430 +) to break the bubbles; it flows from the debub- 
bler into a long spiral tube, the helix, immersed in a thermo- 
statically controlled water bath at a temperature of 41°C. In 
the helix any remaining bubbles rise, so that blood leaving the 
base of the helix is bubble-free. The helix also acts as a reser- 
voir in which the volume of blood can be accurately observed. 
The arterial pump takes blood from the helix and passes it to 
the arterial cannula through a simple monofilament nylon-mesh 
filter, which also serves as an additional bubble trap. 

Apart from the latex in the pump heads all the tubing is of 
transparent polyvinyl chloride.[ The various connections, 
including the perforated plate for introducing the oxygen, are 
made of highly polished stainless steel or nylon. All apparatus 
in contact with blood i¢ sterilised by autoclaving in sealed nylon 
tubular foil bags.§ Although providing a barrier to bacterial 
contamination, these bags are permeable to steam during 
autoclaving and allow subsequent drying. 


1. Of the Department of Chemical Engineering. 

2. Of the Department of Physiology. 

* Sigmamotor Inc., 3, North Main Street, Middleport, N.Y., U.S.A. 

t+ Imperial Chemical Industries Ltd., Nobel Division, 25, Bothwell 
Street, Glasgow, C.1. 

Capon Heaton Ltd., Hazelwill Mills, Stirchley, Birmingham. 

Portex Plastics Ltd., Bassett House, Hythe, Kent. 
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Fig. 1—Lillehei-deWall heart-lung machine, with arterial and 
venous hoses connected. 


Preliminary Studies 

Before animal work was started, many hours were 
spent in handling the machine so that we became familiar 
with its behaviour. It was found that, with correct 
adjustment of the back-plates, the pump output was 
independent of inflow pressures from —50 to +50 mm. 
Hg and of outflow pressures up to 400 mm. Hg. 

Oxygenation was studied using fresh heparinised 
venous ox-blood. It was found that a ratio of oxygen 
to blood-flow of 5 : 1 by volume ensured 98°, oxygena- 
tion at rates of flow between 500 and 800 ml. per min. of 
24%, oxygenated venous blood. ; 

Mechanical hemolysis was also studied. Plasma- 
hemoglobin levels were less than 150 mg. per 100 ml. 
after continuous circulation of ox blood, eguivalent 
to perfusion at 900 ml. per min. for one hour. These 
experiments also showed that debubbling was satisfactory. 


Monitoring (fig. 2) 

A monitoring technique has been established to give 
continuous records of the aortic and inferior vena caval 
pressures, electrocardiogram (E.C.G.), electroencephalo- 
gram (E.E.G.), and cesophageal temperature (fig. 2). 


The recording apparatus is an Ediswan four-channel pen 
oscillograph. The manometers used for measuring the 
pressures are of a valve transducer (R.C.A.5734) type modified 
from a design by Arnott et al. (1951). Calibration is effected 
by connecting each manometer through three-way taps to a 
system filled with heparinised isotonic dextrose incorporating 
a pressure bottle and a valve"[ as a precaution against air 
embolism. This obviates the use of long fluid columns and 
thus gives a rapid and accurate method of repeated calibration. 

The E.c.G. electrodes are safety-pins inserted subcutaneously 
in each shoulder and the left leg. The £.E.G. electrodes are two 
tempered-steel pins varnished except for the tips lightly ham- 
mered into the frontal and occipital regions of the skull of the 


{ The ‘ Oxford Safety Dropper’ (Macintosh and Pask 1941), Medical 
and Industrial Equipment, 10-12, New Cavendish Street, 
London, W.1. 
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anesthetised dog in the parasaggital plane. An optional earth 
electrode is similarly sited in the midline over the frontal 
sinus. A cut-out device connected with the diathermy foot 
pedal protects the E£.C.G. and £.E.G. recorders when the 
diathermy is in use. 

No biochemical monitoring has been performed. 


Preliminary Animal Studies 

None of the team had had previous experience of dog 
surgery or anesthesia. The monitoring apparatus was 
therefore set up on three dogs under anzsthesia and blood 
was collected for hemolysis experiments. In two of these 
dogs cadaver perfusions were performed in order to gain 
experience in making the necessary incisions and carrying 
out the cannulations. No other acute experiments were 
done. 

Procedure 

Every experiment was conducted under the same conditions 
as those in the operating-theatre. The dogs used were 
unselected mongrels weighing 7-5-17-5 kg. Large dogs were 
used as donors to provide blood to charge the machine. No 
dog was obviously ill, and no preoperative treatment was 
given. Preoperative hemoglobin estimations and cross- 
matching of donor and recipient dogs were performed. Agglu- 
tination was occasionally seen; incompatibility was then 
assumed, and the donor dog changed. 

Donor blood is collected by slow bleeding of the anzs- 
thetised dog (vide infra) after cannulation of the carotid 
artery and external jugular vein. Before bleeding, heparin 
2 mg. per kg. of body-weight is given intravenously and the 
blood is collected into 500 ml. bottles containing 9 mg. heparin 
in isotonic dextrose solution. The donor dog is killed. Mean- 
while the machine is assembled, using aseptic technique, and 
calibrated with physiological saline solution to give the desired 
flow-rate (this was originally 60 ml. per kg. body-weight per 
min., but recently has been increased to 80 ml. per kg. per min. 
and above, giving total flows up to 1500 ml. per min.). The 
saline solution is then drained from the venous side of the 
machine and from the arterial side, leaving two inches in the 
helix and the arterial hose and filter full (280 ml.). The machine 
is charged with 800-1000 ml. of donor blood. This provides a 
helix content during perfusion equivalent to approximately 
half a minute’s flow. (This is only half the amount in the helix 
recommended by Lillehei [de Wall et al. 1958]. Though we were 
aware of this, we wished to economise on donor dogs. Using the 
machine with this small charge provided a more stringent 
test of the efficiency of the helix and also gave less latitude for 
errors in handling the machine.) The arterial and venous 
hoses are connected to each other, the pumps are started, and 
the blood is circulated. The hoses are inspected until all 
bubbles have been removed from the arterial side. 
Anaesthesia 

Anzsthesia is induced in the unpremedicated dog with 
thiopentone 10 mg. per kg. body-weight and succinylcholine 
chloride 1 mg. per kg. body-weight intravenously. The dog 
is intubated and anzsthesia is maintained with nitrous oxide 
and oxygen in a semiclosed circuit incorporating a Waters’ 
canister. Increments of up to a quarter of the induction dose 
of barbiturate or relaxant are given as required. Atropine 
0-66 mg. (gr. '/199) is given intravenously at the time of induc- 
tion and repeated later if excessive salivation occurs. 

The Surgical Approach 

The dog is placed on a heated operating-table and the 
operation fields are prepared by clipping, shaving, and washing 
the skin. The £.c.G. and £.£.G. electrodes and the esophageal 
thermometer lead are inserted, and the diathermy earth 
electrode is applied. Benethamine penicillin 600,000 units and 
streptomycin 0-5 g. are given intramuscularly. An intravenous 
drip through a Guest cannula is set up in the cephalic vein. 
The clotting-time of the venous blood is done by the Dale 
and Laidlaw (1911) method. 1 mm. nylon cannule for the 


manometers are inserted into the abdominal aorta and inferior 
vena cava through the femoral vessels. 


A longitudinal incision is made in the neck for access to the 
left common carotid artery. Aright fourth interspace thora- 
cotomy is made to expose the heart and the great vessels. (In the 
last eight perfusions a bilateral transternal thoracotomy has been 
carried out, allowing left brachial instead of carotid cannula- 
tion.) Before the vessels are cannulated heparin 2 mg. per kg. 
is given intravenously. Thin rubber tubes are passed around 
the superior and inferior vene cave at their junction with the 
right atrium to act as tourniquets. The arterial cannula is of 
the design described by Drew et al. (1957), but the rigid parts 
are of nylon. In only two dogs have we failed to insert an 
arterial cannula at least 3-8 mm. in internal diameter. The 
venous cannulz, which are simple vinyl tubes, have never been 
of a smaller internal diameter than 4 mm. and are usually 6 mm. 
(For the first thirty experiments they were passed into the 
venz cavz through separate auricular incisions, but now a 
single incision is made in the auricular appendage and the 
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Fig. 2—Monitoring record in dogs, showing E.C.G., E.E.G., aortic 
pressure (mm. Hg), and inferior vena caval pressure (mm. Hg): 
a, typical pre-perfusion record; 6, typical perfusion record; c, 
potassium arrest; d, recovery period. 
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cannula are passed through two holes bored in a sponge- 
rubber grummet inserted in this incision.) 

During the whole of the operation meticulous hemostasis 
is maintained ; the total blood-loss, including that due to cannu- 
lation, is rarely as much as 30 ml. before perfusion, measured by 
swab-weighing. 

The Perfusion 

Immediately before connecting the hoses to the cannule 
the blood is circulated for a minute and the hoses are again 
inspected for the presence of bubbles on the arterial side. A 
bubble-free junction is then made between the arterial hose and 
the arterial cannula. The venous hose is joined to the two venous 
cannula by means of a stainless-steel Y tube, smal] bubbles 
being of no moment. Perfusion is begun by starting the machine, 
unclamping the hoses, and tightening the caval tourniquets. 

The animal is then on total cardiac bypass. We have never 
failed to achieve satisfactory perfusion as evidenced by ade- 
quate arterial-perfusion pressure (80/60 to 140/100 mm. Hg), 
and a satisfactory grade of £.E.G. (Hudson 1958) (fig. 2). The 
main task of the pump operator during perfusion is to maintain 
a constant volume in the helix. If perfusion is unsatisfactory, 
it is corrected on information from the monitor and from the 
pump operator. 

On sixteen occasions simple perfusion varying in duration 
from 10 to 75 minutes has been performed. In the remaining 
experiments, satisfactory perfusion having been established, 
a further procedure has been carried out. In six perfusions the 
heart has been arrested with potassium citrate and in the 
remaining twenty a right ventriculotomy has been performed, 
sixteen of these on the potassium-arrested heart (see accom- 
panying table and fig. 3). 


Potassium Arrest 
The first five potassium arrests (Melrose et al. 1955) were 


DATA ON PERFUSION EXPERIMENTS IN DOGS 


done by aortic injection, but this resulted in such troublesome 
bleeding from the puncture that all subsequent arrests were 
done by injection into the left ventricle. None of the twenty-two 
hearts arrested with potassium has failed to restart and ultimately 
to maintain effective circulation with a normal arterial pressure. 
The period of recovery, however, has been as long as 25 
minutes, and has been punctuated by episodes of atrioventri- 
cular dissociation, ventricular asystole, ventricular tachycardia, 
and ventricular fibrillation. Ventricular asystole and brady- 
cardia due to heart-block occurring after the heart is closed 
cause distension of the heart due to coronary-sinus return, and 
on these occasions an artificial pacemaker (Lightwood 1958a) 
has been used to stimulate the heart to eject its contents. 
Ventricular fibrillation has been stopped by an electrical 
defibrillator, employing a 300-volt p.c. shock of '/s, second 
duration (Lightwood 1958b). Cardiac bypass has always been 
maintained until sinus rhythm has been re-established and 
effective left ventricular ejection observed on the aortic pressure 
tracing. 

Perfusion is ended by releasing the caval tourniquets, 
stopping the pump, and simultaneously clamping the arterial 
and venous hoses. The arterial and venous cannule are 
removed; the artery and the right auricular appendage are 
ligated and transfixed. 


Closure 

Protamine sulphate 0-5°, is given very slowly intravenously 
until a total of 2 mg. protamine for each mg. heparin used has 
been given. The clotting-time is then repeated and increments 
of protamine 0°25 mg. per mg. heparin are given if necessary 
until the clotting-time is within 20 seconds of its original 
value. We think this is preferable to protamine titration 
(Perkins et al. 1956), which is slow and complicated. We have 
had no difficulty in restoring the clotting-time to normal and 





5 of Flow-rate 
uration “ww Survival- 
fn ny perfusion Total Procedure Ww alking u Causes of death 
‘ , mil. per kg time ) 
(min.) mi. per per min (days) 
mun.) 
1 10 600 63 P 4 hr. Kd., 14 
2 15 500 42 P 1 day Kd., 17 me 
3 30 550 60 P 1 Hole in superior vena cava, hemothorax, collapse of rt. lung 
4 30 697 56 P 1 day Kd., 5 Symptoms of distemper; at necropsy, pneumonia 
5 45 455 38 K 4 hr. Kd., 15 . of 
6 36 484 51 P 2 hr - ~~meee respiration but never conscious; at necropsy, gross fatty 
ver 
7 12 550 42 P 4 hr. Accidental overtransfusion 
8 30 600 47 P 6 hr. Kd., 15 
4 45 550 58 P 3 hr. Kd., 17 * 
10 45 560 56 K 12 hr 4 Anamic postoperatively; transfused; “‘ paraplegic” after 2 days; at 
necropsy, bilateral cerebral infarcts 
ll 30 600 60 K 2 hr. Kd., 16 - 
12 45 750 61 P 2 hr. Kd., 15 ; 
13 45 860 61 K 2 Comatose 2nd day; at necropsy, cerebral edema 
lé 41 900 60 K and v 20 hr. Kd., 18 ae 
15 46 370 41 Vv 1'/, hr. Kd., 14 3 
16 45 70 P : 8 hr. Hemothorax; overtransfused with citrated blood; at necropsy, gross 
venous congestion 
17 45 500 67 v 1 day Kd., 14 - 
18 33 667 55 K and v 12 hr. Overtransfused; at necropsy, aneurysm of right ventricle and gross 
venous congestion 
19 43 750 58 K and v 03 8 hr. Overtransfused; at necropsy, gross venous congestion 
20 35 500 43 K and v ‘ 2 hr. Overtransfused; at necropsy, gross venous congestion 
21 30 666 63 P 3 hr. Kd., 15 >i 
22 40 750 70 v 4 hr. Kd., 21 
23 50 540 65 v 4 hr. Kd., 21 jan 
24 21 700 64 P . 12 hr. Paraplegic, but conscious; perfusion death 
25 % 700 56 K 15 min. Kd., 21 we 
26 28 700 63 P 1'/, hr. 3 Hypotensive during operation; at necropsy, bronchopneumonia 
27 65 600 66 Kandv 30 min. Kd., 15 ‘ 
28 38 750 65 K and v 2 hr. Wound dehiscence; bilateral pneumothorax u°E 
29 21 67 P 1"), hr. Wound dehiscence, empyema; death during surgical decortication 
30 30 855 75 P 1 hr. Kd., 14 a 
31 30 780 60 K 1 hr. Kd., 14 
32 31 850 74 K and v 5 hr. Kd., 17 
33 39 850 77 P 2 hr. Kd., 15 
34 76 800 76 K and v 12 min. Kd., 14 ; 
35 25 850 81 K and v <a 4 hr. Neurological signs of cerebral damage 
24 880 70 K and v 2 hr. Kd., 14 * 
37 49 930 85 K and v 20 min. Kd., 14 : 
38 41 1020 85 K and v 9 hr. Kd., 14 oF f 
39 43 750 94 K and v 1 hr. 8 hr. Helix emptied during perfusion; neurological signs of cerebral damage 
40 55 850 95 Kandv 8 hr. Kd., 14 - 
41 45 1250 66 Kandv 1 day Kd., 14 
42 32 1500 97 Kandv 2 days Kd., 9 


Pp =simple perfusion. ind ele: 
“ Walking-time " =time from insertion of last stitch to walking. 





K= perfusion and elective potassium arrest. 
Kd. =killed on or after 14th postoperative day (excluding dog 42, killed at 9 days). 


v=perfusion and right ventriculotomy. 
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have never seen a hemorrhagic state after Y Survival fg Spontaneous Without potassium 
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Throughout the procedure a blood-balance 
chart is kept (Patrick et al. 1957). This enables 
the dog’s blood-volume to be restored by the 
end of the operation to slightly more (70 ml.) 
than its preoperative value, thus allowing for 
post-operative chest drainage. 

A Winsbury-White catheter is placed 
anteriorly in the fifth or sixth intercostal space 
and connected to a graduated bottle with an 
underwater seal. The wound is then closed 
with interrupted silk sutures. The manometric 
cannule are withdrawn, the femoral vessels 
are tied, and the thigh wound is closed. All 
the attachments to the dog except the inter- 
costal tube are removed. Meanwhile the 
anzsthetic is stopped, but the endotracheal 
tube is left in place until spontaneous respira- 
tion is adequate. The intercostal catheter is 
clamped, but is connected at intervals 
to the drainage bottle to which suction is 
applied. 

Postoperative monitoring has not been employed. Though 
obviously informative in dogs whose postoperative progress is 
unsatisfactory, it would have been difficult to achieve in those 
dogs which recovered rapidly. These were so active that 
maintenance of the monitoring attachments would have required 
undesirable sedation or restraint. We have found it difficult 
at the end of the operation to foresee which dogs require 
further monitoring. 

Recovery 

Early in the series the dogs were watched overnight. Inter- 
mittent chest suction was applied and the dogs transfused as 
necessary. The chest tube was removed after eighteen hours. 
It was found that the most valuable prognostic sign of recovery 
was the ability of the dog to walk within 6 hours of the opera- 
tion. (Of the twenty-six survivors, nineteen walked within 6 
hours, and six of these walked within 1 hour of the last stitch 
being inserted (see table). Of the sixteen that died only six 
walked at all; and, of these, five lived more than 3 days.) In 
the later part of the series, only dogs which did not walk within 
6 hours or whose chest drainage was excessive were watched 
overnight. The dogs returned to the kennels approximately 
24 hours after operation and were seen at least once a day by 
a member of the team. Their care followed general surgical 
principles, and included the repair of wound dehiscence in 
three animals. 
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until killed. 


Results 

We have performed forty-two total cardiac bypass 
operations on dogs in the last nine months (see table and 
fig. 3). No dog died during the operation, and only one 
dog (dog 6) failed to recover consciousness. Twenty-six 
animals survived until killed. In the first half of the series 
there were ten deaths, and in the second half there were 
six. Only two of the last thirteen dogs died. 


Causes of Death 

Postmortem examination, including histological studies, 
has been carried out on every dog. The causes 
of death fall mainly into two groups—those certainly due 
to perfusion, and those due to errors in surgical tech- 
nique. It is of course possible that dogs which died after 
an obvious error in surgical technique might have died 
from the effects of perfusion. 

Six dogs (dogs 6, 10, 13, 24, 35, 39) died from the 
effects of perfusion. Low flow-rate and duration of 


perfusion did not appear to be significant factors in these 
deaths. Three of these dogs (dogs 24, 35, 39) died in the 
mode described by Drew et al. (1957). 

Dog 6 was the only dog that did not recover consciousness. 
It was breathing spontaneously, but the heart stopped when it 
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Fig. 3—Results of perfusion in dogs. 





Note.—The 4 dogs undergoing ventriculotomy without potassium arrest all survived 


was turned over 2 hours after operation. Histblogy of the liver 
showed gross fatty change, with no normal liver cells. 

Dog 13 became comatose on the 2nd postoperative day and 
was found dead the next morning. At necropsy there was 
cerebral adema. 

Dog 10 was anemic postoperatively and was transfused. On 
the 2nd day its hind limbs became weak, and it was found 
dead on the 4th day. At necropsy there was bilateral cerebral 
infarcts. 

Those dogs which died from errors in surgical tech- 
nique fall into several groups. 

Dog 3 died from effects of inadequate haemostasis. 

Dogs 18, 19, and 20 died from overtransfusion in a mistaken 
attempt to restore the colour of the mucous membranes to 
normal after operation. 

Dogs 7 and 16 had excessive bleeding from the chest after 
operation which was controlled by reopening the chest and 
coagulating the bleeding-vessels: both were overtransfused and 
died. 

Dogs 28 and 29 died late from bilateral pneumothorax and 
from mismanaged empyema respectively. In both cases there 
was considerable muscle necrosis due to faulty diathermy 
technique. 

Dogs 5 and 26 had pneumonia; dog 5 was killed at 5 days 
with a tentative diagnosis of distemper. 

These errors in surgical technique have been largely 
eliminated; this probably accounts for the improved 
survival-rate in the later part of the series. 


Conclusion 

The improvement in the survival-rate in the second 
half of the series, and the fact that only two of the last 
thirteen dogs died, were considered evidence that the 
team had gained sufficient knowledge of total cardiac 
bypass to embark on open heart surgery in children with 
congenital heart-disease carrying a limited prognosis. 

Summary 

The experience of a team carrying out total cardio- 
pulmonary bypass in dogs, using a Lillehei-deWall heart- 
lung machine, is described. 

After three months’ preparation forty-two total cardio- 
pulmonary bypass procedures for periods of 10-75 
minutes at flow-rates of up to 1500 ml. per min. have been 
performed during the last nine months. In twenty-eight 
dogs a further procedure—elective potassium arrest or 
ventriculotomy, or both—was performed. 
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There were sixteen deaths in the series, but only two 
deaths have occurred in the last thirteen experiments. 
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Our thanks are due to Prof. F. A. R. Stammers, in whose department 
this work has been done, and to Prof. W. Melville Arnott for help and 
advice; to Prof. H. P. Gilding (Department of Physiology, Univer- 
sity of Birmingham) for advice and loan of equipment, and especially 
for providing us with facilities for animal care at considerable incon- 
venience to his department; to Dr. W. T. Smith for histological studies; 
to Dr. J. N. M. Chalmers for providing a hematological service; 
to Dr. H. M. Smallwood for bacteriological investigations; to Mr. 
Garfield Thomas for biochemical investigations; to Sister D. M. 
Farr, theatre superintendent, Queen Elizabeth Hospital, and her 
staff for assisting us in the laboratory; and to Mr. H. A. Crisp, 
instrument technician to the Department of Clinical Research, for 
making a substantial part of the equipment. We are grateful for 
generous help from Mr. A. Boot, of Capon Heaton Ltd., who 
provided the tubing, and from Mr. E. Elliott and Mr. J. Elliott, of 
E. Elliott Ltd., who machined some of our stainless-steel adaptors. 
We thank Mr. W. S. Jones and fellow-members of the Birmingham 
Butchers Association for supplying us with ox-blood. We thank Mr. 
T. F. Dee for the photographs. 
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Addendum 
Since this laboratory study, we have operated on 
5 children with ventricular septal defect, of whom 2 have 
died, and a child with tetralogy of Fallot who also died. 
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THE MODIFICATION OF EGG-YOLK FATS 
BY SUNFLOWER-SEED OIL 
AND THE EFFECT OF SUCH YOLK FATS 
ON BLOOD-CHOLESTEROL LEVELS 


SERUM-CHOLESTEROL in man may be lowered by 
removing fat from the diet, or by substituting certain 
vegetable oils, rich in unsaturated fatty acids, for the usual 
dietary fats.' Addition of fairly large amounts of vegetable 
fats to the ordinary diet has a similar effect, but disturbs 
the calorie balance and leads to a gain in weight.’ 

It occurred to us that the same purpose might be served 
if unsaturated fatty acids were added to the diets of hens, 
milch-cows, hogs, and beef cattle, and thus incorporated 
in the food these animals provide. 

It is well known that the depot fats of hogs can be readily 
changed by diet.* In 1934 Miss Cruikshank appreciably altered 
the unsaturated-fatty-acid content of egg-yolk fats by feeding 
the hens linseed or hempseed oils. While our own work was in 
progress, Fisher and Leveille ® reported that 30%, safflower oil 
increased the iodine number of egg-yolk fats from 74 to 103, 
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and the linoleic-acid content from 89°, to 18°-4%. The un- 
saturated fatty acids were determined by the alkali isomerisa- 
tion technique. 

We report here the results of feeding 10°/, sunflower- 
seed oil (linoleic-acid content about 60°) to hens for an 
8-week period. Eggs collected after 10 days on this diet 
were examined by Dr. A. T. James by the gas-liquid 
chromatographic method, and showed a sixfold increase in 
the di-unsaturated '°C fatty acids which was almost 
entirely due to linoleic acid (see table). Their linolenic- 


FATTY ACIDS OF YOLK FATS 








No. of No. of Experi- 

Name of acid carbon double Control mental 
atoms bonds - % 
Probably t branched wd 6 0 7-45 6-00 

Caproic os oa 6 0 0 0 

istic .. - be 14 0 0-33 0-36 
P. itoleic b's re 16 1 3-08 1:36 
n-Hexadecanoic .. - 16 0 26°7 21-80 
Linoleic and linolenic =f 18 2 and 3 5-65 30-40 
Oleic o* - 18 1 469 28-00 
Stearic .. +e ~ 18 0 8-64 9-90 
Arachidonic - “# 20 + 1-28 2-54 





acid content was low. The increase in linoleic acid was 
largely at the expense of the oleic acid, which declined by 
half. 

In a preliminary study, two subjects were given these 
** experimental ” eggs (see figure). 

First, three control blood samples were drawn while they 
took their normal diet. Then they were given a low-fat diet 
(4% of calories from fat) for 10 days. Next, soybean oil was 
added at 40% level for 2 days. Finally they received five experi- 
mental eggs daily for 3 days followed by ten daily for a further 
11 days. The eggs were soft-boiled or poached, to avoid 
excessive heating or frying. Blood was drawn twice weekly for 
serum-lipid determinations. In both subjects the cholesterol 
levels fell substantially before the egg feeding started. In 
subject B they then rose gradually and stabilised at 130 mg. 
per 100 ml. (control level 172 mg.). In subject McD they 
continued to fall throughout the period of egg feeding. As 
lipid-phosphorus rose more rapidly than cholesterol, the c/P 
ratio remained low. 

After a month, subject B was retested using stock eggs from 
the same source (“ control ” eggs). As can be seen, there was a 
rapid and substantial rise in the serum-cholesterol and lipid 
phosphorus. Because of illness, subject McD could not be 
retested. 


These results suggest that hens’ eggs containing un- 
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saturated fatty acids in high concentration may be con- 
sumed without raising cholesterol levels above the “ basal 
value ” for the individual.* Our experience indicates that 
the basal values are about 30% below the levels ordinarily 
found in Western society. Perhaps modification of food- 
stuffs may enable us to achieve the blood-cholesterol 
levels now seen in populations which have low morbidity 
and mortality from atherosclerosis. 


We are indebted to Dr. A. T. James, of the National Institute for 
Medical Research, Mill Hill, for the analytical data. One of us (L. H.) 
receives a grant from the National Research Council, Canada. 


L. Horick 
Department of Medicine M.D. McGill, F.R.c.P.(C.) 
Department of Poultry Husbandry, J. B. O’NeEr 


University of Saskatchewan, 


Saskatoon, M.S.A. Brit. Columbia 


SERUM-CHOLESTEROL LEVELS AFTER 
CONSUMING EGGS WITH INCREASED 
CONTENT OF UNSATURATED LIPIDS 


THE rise in serum-cholesterol level which follows 
consumption of hens’ eggs is something of an enigma. 
It is not due to their cholesterol or protein content,' ? 
and it is generally attributed to a fatty-acid factor. Egg- 
yolk lipids, however, are only moderately saturated 
(iodine value 70-80) *; and their cholesterogenic effect is 
greater than would be expected on the “degree of 
saturation ” hypothesis of Ahrens et al.‘ Furthermore, 
egg-yolk lipids contain about 20% of linoleic acid § 
(in addition to 32°, of saturated fatty acids, 47% of 
oleic acid, and 2%, of linolenic acid) and thus their 
cholesterogenic effect cannot readily be explained in 
terms of the essential-fatty-acid deficiency postulated by 
Sinclair * and by Kinsell et al.’ 

While considering this we recalled an old report by 
Cruickshank,’ who found that when hens were fed on 
a diet rich in hempseed, the linoleic-acid content of their 
yolk lipids rapidly rose from 19 to 44%, with a corres- 
ponding fall in saturated and oleic acids; at the same time, 
the iodine value of the yolk lipids rose from 80 to 120. 
Accordingly, in the hope of shedding some light on their 
cholesterogenic mechanism, we decided to compare the 
effects of ordinary and “ unsaturated ” hens’ eggs on the 
human serum-cholesterol level. 

A flock of Black Australorp hens was chosen for our experi- 
ments. During an initial 2-week control period they had a 
stock diet containing 3°, of fat with an iodine value of 93. 
Eggs were collected on four occasions, and the iodine value of 
their yolk lipids averaged 72 (s.p. 1). Half the hens were then 
placed in a separate henhouse and were given a special feed which 
included sunflower seeds (80°, dehulled). The other half 
continued with their ordinary diet. The composition of the 
control and the experimental feeds is shown in the table. 

From now on four eggs were gathered from each hen house 


* Since this communication was first submitted, two.more subjects 
have been tested. The ingestion of ten eggs daily (high in unsaturated 
fatty acids) resulted in a gradual return of the serum-cholesterol levels 
from low-fat basal levels to control levels in a 2-week test period. 
With stock eggs, the serum-cholesterol rose more abruptly and reached 
higher levels. 

.. — % san’ J., Prosowska, Y., Steele, J. M. Arch. intern. Med. 


2 —.. B., Antonis, A., Eales, L., Brock, J. F. Lancet, 1956, 
1, 

3. Deuel, Vw The Lipids: Their Chemistry and Biochemistry; 
vol. 2. "Lender i. 

4. Ahrens, E. H. pee —~ aie W., Tsaltas, T. T., Blomstrand, R., 
Peterson, M. a 7,i 

5. ruickshank, EM. Biochem 7. "igs, 28, 965. 

6. Sinclair, H. M. Lancet, 1956, i, 381. 

7. Kinsell, L. W., Michaels, G. D., Friskey, R. W., Splitter, S. ibid. 1958, 


i, 334. 


Percentage composition of the hen feeds 








Control Experimental 
feed feed 
Mealie meal .. 59-0 310 
Bran .. ai 110 43 
Lucerne meal 11-0 8-7 
Peanut-oil cake 5-0 : 
Fish meal oe o én is me 65 35 
Limestone powder op - sa - ae 20 35 
* Fermavite ’ (mol fer i roduct) .. 1-0 25 
* Premix ’ (commercial bone-meal and salt ivemeaned 45 35 
Sunflower seeds (80% 9 » dehulled) és ry: 43-0 
Percentage fat contents (by. ‘enalysis) - oe 30 15-0 


weekly. The yolk lipids from the hens on the experimental 
feed showed a progressive increase in iodine value, and by the 
end of 3 weeks this had reached 100, at which level it remained 
for the duration of the experiment. The iodine value of the 
yolk lipids from the control hens did not change and at 3 weeks 
averaged 73 (standard deviation 1:5). At this stage all the eggs 
from the control and the experimental hens were collected 
and used for human feeding trials. The experimental egg 
yolks were a deeper yellow than the controls, but when they 
were cooked they could not be distinguished by taste. 

The experimental hens throve on their diet, and their egg- 
production was in no way inferior to that of the controls. It 
interested us to find that, after the 6 weeks,,the mean serum- 
cholesterol level of the ten experimental hens was 117 mg. 
per 100 ml. (s.p. 23), compared with 166 mg. (S.D. 34): these 
mean values were significantly different (Pp less than 0-02). 
By this time the body fats of the experimental hens had 
become relatively unsaturated: the values for the control and 
experimental hens respectively were: abdominal fat, 76 and 
94; subcutaneous fat, 76 and 85; muscle fat, 77 and 91; liver 
fat, 77 and 90. Too few analyses were performed, however, 
to permit of any statistical comparison. 

The effect of feeding these eggs was studied in 2 healthy 
Bantu male volunteers, each 34 years old. During the 
experiments they lived in the metabolism ward and 
received the basal diet, very low in fat (11 g. daily), which 
we have previously described.* Except as indicated 
below, their diets were kept constant with respect to 
calories (2500 daily) and protein (88 g. daily). 

Experiment 1 (fig. 1).—On the basal diet, the mean serum- 
cholesterol level was 75 mg. per 100 ml. Introduction of ten 
boiled “ control”’ egg-whites into the daily diet for 10 days 
did not alter it. When they were replaced by ten boiled 
control egg yolks daily for 10 days, it rose to 100 mg. These 
were then replaced by ten boiled “ unsaturated” yolks, and 
during the next 10 days the serum-cholesterol level fell to 
95 mg. per 100 ml.—a trivial change. In the next period, ten 
whole “ unsaturated ” eggs fried in 100 g. of sunflower-seed 
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oil were eaten daily (3100 calories, 112 g. protein), and by the 
9th day the serum-cholesterol level fell to 77 mg.—i.e., 
practically to basal level. On returning the subject to his basal 
diet there was a temporary rise in the serum-cholesterol, but 
it quickly returned to the basal level. 

In this first experiment there was no difference in the 
effect on the serum-cholesterol level of “ control ”’ and 
“ unsaturated’ eggs. It remained possible, however, 
that if the latter had been eaten for more than 10 days 
the cholesterogenic effect of the control eggs might have 
been reversed. In the next experiment, therefore, the 
unsaturated eggs were fed without a preliminary period 
on control eggs. 

Experiment 2 (fig. 2).—During an initial 6-day basal period, 
the serum-cholesterol level averaged 188 mg. per 100 ml. 
Then ten boiled unsaturated egg yolks daily were introduced 
into the diet and fed for 7 days; the serurh-cholesterol level 
promptly rose to 218 mg. The subject was then returned to 
his basal diet and 3 g. of cholesterol daily (i.e., the amount in 
ten yolks) was mixed with his food for the remaining 8 days of 
the experiment. The serum-cholesterol quickly returned to 
the basal level, and this showed again that the serum-chol- 
esterol-increasing action of eggs is not due to their cholesterol 
content. 

It appears from these ‘two experiments that increase of 
the iodine value of egg yolks from 72 to 100 does not 
materially affect their cholesterogenic action. Although 
egg-yolk lipids with iodine value of 100 markedly raise 
the serum-cholesterol level, we have frequently observed 
that certain other more saturated fats, such as hydro- 
genated sunflower seed oil (iodine value 74), do not raise 
the serum-cholesterol, and that some, such as olive oil 
(iodine value 88) and peanut oil (iodine value 89), some- 
times lower it. Thus we conclude that the effect of all 
dietary fats on the serum-cholesterol level is not simply 
a function of their degree of saturation. 

The suggestion of Keys et al.*—that, to offset the chol- 
esterogenic effect of saturated fatty acids, at least twice as 
much polyethenoid fatty acid is required—might appear to 
be a satisfactory explanation of our findings; thus, the addi- 
tional linoleic acid introduced into the unsaturated eggs may 
not have sufficed to neutralise their saturated-fatty-acid 
content. In Cruickshank’s experiments,’ the polyethenoid- 
fatty-acid content of her unsaturated eggs was more than 
double their saturated-fatty-acid content; had we been able 
to “‘ unsaturate ’’ our eggs beyond iodine value 100, it is con- 
ceivable that we might have produced a “ cholesterol-decreas- 


8. Keys, A., Anderson, J. T., Grande, F. ibid. p. 742. 
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ing” egg. It must be noted, however, that in several other 
dietary experiments in man, a fall in serum-cholesterol has 
been produced with far less than a 2 : 1 ratio of polyethenoid 
to saturated fatty acids. For example, fig. 8 of our paper last 
December,* shows that the cholesterogenic effect of 100 g. 
of hydrogenated coconut oil (almost all saturated fatty acids) 
was abolished by 100 g. of sunflower-seed oil—i.e., by only 
65 g. of linoleic acid. In a number of long-term studies of 
active men consuming their ordinary diets, which were often 
rich in saturated fats, we found that by simply administering 
50 g. of sunflower-seed oil (about 33 g. of linoleic acid) daily, 
a substantial decrease in the serum-cholesterol level was 
usually produced and maintained.’® It may be that the tule of 
Keys et al.* is valid when applied to their type of “ group ” 
experiment but we agree with Kinsell '' that the individual 
response to a dietary fat is variable and cannot be predicted 
by a mathematical formula. 

We have no data on the individual fatty-acid com- 
ponents of our control and unsaturated egg yolks, but 
on the basis of Cruickshank’s findings * we have assumed 
that the unsaturation of the latter is achieved by an increase 
in the proportion of linoleic acid at the expense of the 
monoethenoid and saturated fatty acids. Failure of this 
presumed rise in the linoleic-acid content of our eggs to 
inhibit the cholesterogenic effect seems to be at variance 
with the “essential fatty acid deficiency ”’ hypothesis. 
We must point out, however, that it is not known whether 
the “‘ linoleic acid ”’ of egg yolks is the biologically active 
cis-cis isomer or not. It is known that the “ linoleic 
acid ” of a number of animal fats is in the inactive form," 
isomerisation apparently having taken place in the 
process of digestion, absorption, or deposition of the 
active linoleic acid of the diet. Thus, Hilditch and 
Longenecker '* found that, despite an abundance of 
natural linoleic acid in pasture grasses, the depot fats 
of ruminants contain very little of it; most of the octa- 
decadienoic acids of these fats are in the trans-cis or other 
isomeric forms. It is possible that the failure of our 
unsaturated egg yolks to decrease the serum-cholesterol 
level is due to isomerisation of the linoleic acid of the 
dietary sunflower seeds in the course of its incorporation 
into the egg yolk. 

The above speculation implies acceptance of the 
“essential fatty acid deficiency” hypothesis. This 
hypothesis, however, is far from proven: hyperchol- 
esterolemia does not occur in animals fed on a diet 
deficient in essential fatty acids,’ nor is there any direct 
evidence of such deficiency in hypercholesterolemic 
human beings. It is true that Kinsell et al.’ have shown 
that 95°% pure linoleic acid can lower the serum-chol- 
esterol level of man, but the effect of its “‘ non-essential ” 
isomers has not been studied. We must conclude that the 
factor or factors in dietary fats which regulate the serum- 
cholesterol level are still unknown. 

These experiments were performed with the cooperation of 
Dr. M. Finlayson, the owner, and Mr. J. Mirvish, the manager, 
of the farm Kelvin Grove in the Constantia valley. We are grateful 
to them for their kindness. 
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Clinical Biochemical Methods 
A. L. TARNOKY, B.SC., PH.D., biochemist, Royal Berkshire 
Hospital, Reading. London: Hilger & Watts. 1958. Pp. 239. 50s. 
Most departments of clinical biochemistry or chemical 
pathology have a “ methods book’”’, which contains, usually 
in alphabetical order, descriptions of the techniques used in the 
department. These are concise résumés but leave out no 
essential detail. The junior technicians use this collection of 
recipes rather as a young housewife would her cookery book, 
and the more senior members of the laboratory refer to it for 
a quick refresher. To be entered in such a laboratory book 
is high praise for a technique because it implies that it has been 
tested by the worker on the bench, found reliable and worthy 
of becoming a part of his everyday routine. There is a tendency 
to adhere to one particular method once it has been accepted 
and not to bother about minor or sometimes even major 
improvements: the accent is on reliability and convenience 
rather than on striving to be entirely up to date. Dr. Tarnoky’s 
book is such a one, describing “ the biochemical analyses in 
routine use in the laboratory of the Royal Berkshire Hospital ”’. 
Most methods required in clinical biochemistry are here 
assembled, but the natural history of such a summary of 
techniques explains why the choice is somewhat uneven. Thus 
the method for estimating serum-calcium is the old-fashioned 
precipitation of the calcium as oxalate and the subsequent 
titration of the oxalate by permanganate. On the other hand, 
serum-chloride is determined by the swift titration with 
mercuric nitrate with diphenylcarbazone as the indicator. 
Serum electrophoresis for separating protein fractions is 
described; but no mention is made of the determination of 
urinary aminoacids and sugars by chromatography, or of the 
instantaneous identification of glucose in urine by the use of 
test papers or sticks containing glucose oxidase. The urine 
tests are somewhat neglected. Sulkowitch’s test for calcium 
and Bial’s test for pentoses (though the osazone test is men- 
tioned) might have been included. No test for fructose in 
urine is given. It might be questioned whether anyone can 
describe satisfactorily the determination of the basal metabolic 
rate, of alkali reserve, of serum-protein fractions by electro- 
phoresis within a few pages each. Yet as far as he can go 
Dr. Tarnoky has produced here masterpieces of concise 
clarity. This book will be particularly useful in hospital 
laboratories which do not include a biochemical department 
and where a morbid anatomist must take responsibility for the 
reliable biochemical investigation of hospital patients. 


A History of Public Health 
GEORGE ROSEN, M.D., PH.D., M.P.H., professor of health education, 
School of Public Health and Administrative Medicine, Columbia 
University. New York: M.D. Publications. 1958. Pp. 551. 
$5.75. 

THE history of public health is the story of man’s endeavours 
to protect himself and his community against disease and of the 
attitudes of society towards the sick throughout history. In 
primitive communities, down to the Middle Ages, society’s 
defence against sickness, physical or mental, was to isolate or 
destroy the patient; later came the endeavour to heal the sick 
and so prevent them from infecting or harming their fellow men 
or becoming a burden on society; and finally the establishment 
of positive protection of the healthy from the dangers of disease. 

Professor Rosen has long been recognised as one of the world’s 
foremost medical historians and an acknowledged leader in 
matters of public health. Here, in the first of a new series of 
monographs on medical history, his pen has skilfully traced the 
procession of men, deeds, and facts that have taken a vital part 
in the story of public health, and the tremendous tasks that 
had to be faced. 

As late as 1808 the inhabitants of Exeter emptied their 
sewage in the gutters, and in the entire town there was only one 
water-closet. The introduction of this amenity, however, soon 
created more problems than it solved, since the cesspits were 
cleaned out very rarely and the contents seeped into the soil, 


saturating the ground over large areas and polluting springs 
and wells. It was deceptively easy to dispose of sewage by 
allowing it to discharge into the sewers that existed under 
many cities by this time; but they were solely designed to carry 
off rainwater, and so, as the practice became more general, 
rivers and lakes in or near all the larger towns were turned into 
open sewers. This was to be one of the major problems facing 
the sanitary reformers of the nineteenth century. 

The book is well documented and contains an appendix of 
short biographies. 


Heart Disease and Pregnancy 
Physiology and Management. C. SIDNEY BURWELL, M.D., 
Samuel A. Levine professor of medicine, Harvard University; 
JAMES METCALFE, M.D., associate in medicine, Harvard Uni- 
versity. Boston: Littl, Brown & Co. London: J. & A. 
Churchill. 1958. Pp. 338. 72s. 

Tuts work is based on the authors’ experiences in the 
Boston Lying-In Hospital. It begins with a brief historical 
survey showing the dramatic fall in maternal mortality from 
heart-disease in the hospital between 1921 and 1927, and a 
further decline in 1937-39. There follows a full account, 
well illustrated by graphs, of the physiological maternal 
changes in pregnancy. Other chapters deal with the incidence 
of heart-disease among pregnant women; diagnostic criteria 
for heart-disease; prognosis; maternal and foetal mortality; 
and the management of the pregnant patient with heart- 
disease, with special reference to the indications for term- 
ination of pregnancy. A chapter is devoted to rheumatic 
fever in pregnancy, and the remainder of the book covers the 
problems of pregnancy in different forms of congenital and 
acquired heart-disease. Particular attention has been paid to 
mitral stenosis and the question of valvotomy in pregnancy. 
The concluding chapters cover less common types of heart- 
disease and neurocirculatory asthenia. This book will un- 
doubtedly prove of great value to physicians, obstetricians, and 
cardiologists, its great merit being the emphasis on the extensive 
personal experience of the authors. 


Hypnography 
AINSLIE MEARES, M.B., D.P.M. 
Thomas. Oxford: Blackwell Scientific Publications. 
Pp. 271. 58s. 6d. 

Dr. Meares has for some years done pioneer work in the 
field of hypno-analysis, and this clinical study, well written and 
thoughtfully presented, will interest any psychotherapist aware 
of the value of hypnosis. A description of the preliminaries to 
hypnosis, the methods of inducing hypnosis, and the technique 
for hypnography itself leads to an account of the kind of 
material produced. The patient, hypnotised while sitting at a 
desk, is given a brush and black paint and it is suggested that 
he shall paint whatever is in his mind. The drawings thus 
produced are illustrated in a series of over 200 figures, and their 
dynamic content discussed, both in general terms and specific- 
ally in excerpts from case-histories. The book might have been 
less expensive if some of the figures had not been duplicated. 


Springfield, Ill.: Charles C. 
1957. 





A Short History of the Order of St. John (London: 
St. John Ambulance Brigade Headquarters. 1958. Pp. 83. 
2s. 6d.).—The black and white uniforms of the St. John 
Ambulance Brigade are a familiar sight at all our public 
functions. But few realise that the men and women who 
wear them are lineal descendants of the knights of one of the 
oldest known orders of chivalry. And many members of the 
Brigade would themselves find it hard to say how long ago the 
Order was founded, or how its present functions have evolved. 
This booklet by Mr. E. D. Renwick sets out in easy and 
attractive style a story which begins in the twelfth century in 
Amalfi, a small republic south of Naples, and which continues 
to the present day; for the eight-pointed white cross, once 
the badge of that republic, is still the emblem of the Order of 
St. John. The account is freely illustrated. All those doctors 
who have been associated with the Brigade would do well 
to read it; they may well feel, after its perusal, that their 
stature has increased. 
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Another Renal Symposium 


IN medical literature the post-war scene (as we hope- 
fully call it) has been dominated by the multiple-author 
textbook and the conference report. This multiplica- 
tion of opinion between the same covers reflects progress 
in the application of several disciplines and habits of 
mind to a single group of problems, rather than an 
escape from monolithic authority into a confusion of 
experimental facts; and as such it is, to be welcomed, 
even though it may make for bitty reading. The kidney 
has been well served by such publications, including 
in this country the Ciba symposium in 1953,' the 
Cushny memorial lectures,’ and the issue of the British 
Medical Bulletin on renal physiology and pathology.® 
An important series of “‘ seminars ” on renal physiology 
appeared in the American Journal of Medicine in 1950; 
and now, following the changing fashion in nomencla- 
ture, we have in the same journal a “‘ symposium on 
renal function ” ‘—though it may be doubted whether 
the first series of papers was delivered to small dis- 
cussion groups, or the second at a drinking-party. The 
renal outsider may perhaps wonder what new thing 
can be said on this theme; but he has only to look into 
this most recent symposium to discover, with the active 
nephrophile,° that these are exciting times in which our 
knowledge of that marvellous organ, the kidney, is 
being added to in many ways. 

In their preface, G. H. MupGE and J. V. TaGGarT, 
the editors, draw attention to four “ areas”’ in which 
‘considerable progress is apparent”. These are “ the 
morphology and cellular fine structure of the nephron, 
concepts in the clinical appraisal of renal disorders, 
descriptive electrolyte physiology, and the cellular 
mechanisms which operate in renal tubular transport ” 
Each of these “ areas ” seems to us perhaps to represent 
part of a larger whole, which might be summarised as 
a shift of emphasis towards tubular function and away 
from glomerular function and renal plasma-flow. It is 
scarcely possible to overestimate the contribution made 
to renal physiology and pathology by the clearance 
techniques of HOMER SMITH; but there was a period 
about a decade ago when a superficial observer might 
have thought that the kidneys were of importance 
mainly in excreting substances such as inulin and 
p-aminohippurate (P.A.H.), which they never normally 
encounter, rather than in regulating the output of 
physiological constituents of the urine. To be sure, the 
limits of action of change in glomerular filtration-rate 
(G.F.R.) on urine formation had to be defined, and it 
cannot be denied even now that fall in G.F.R. is a major 
factor both in “ extrarenal uremia” and in some types 


1. The Kidney (edited by A. A. G. Lewis and G. E. W. Wolstenholme). 


London, 1954 
2. Winton, F. R 
956 
3. Brit. med. Bull. 1957, 13, no. 1 
4. Amer. ¥. Med. 1958, 24, 659 
5. Platt, R. Brit. med. F. 1952, 


Modern Views on the Secretion of Urine. London, 


i, 1372 


of generalised oedema; but the attempt to make changes 
in G.F.R. responsible for any alteration in salt balance has 
failed. This failure is currently recognised in the term 
“ glomerular-tubular imbalance”, which is perhaps 
best regarded as an unhappy symbol of a transition 
period in applied renal physiology. Progress is now 
coming from the application of new techniques and new 
thinking to the very varied functions of the renal 
tubule. As examples of this we may mention the detailed 
study of the processes by which the urine is made acid, 
stemming from the work of Pitts and his colleagues °; 
the application of DeNT’s technique of paper chromato- 
graphy to define the “clinical patterns of tubular 
dysfunction ”, now reviewed by MupGe’; the use of 
histochemistry * and of nephron dissection * in localising 
functional and structural lesions of the tubule; and of 
course the description of the effects of aldosterone and 
other hormones on the tubular handling of electrolytes. 

New approaches to tubule function are well repre- 
sented in the latest symposium. Pitts " reviews the 
information on the site of action of various diuretics 
which is being obtained in his department by the “ stop- 
flow” method—an ingenious technique in which the 
urine flow in dogs is arrested for a few minutes, after 
which continuous frequent samples are taken from the 
ureter. At high rates of urine flow, stimulated by 
mannitol, successive samples of urine differ in composi- 
tion in a way suggesting that they represent the fluid 
in successive segments of the nephron up to and includ- 
ing Bowman’s space. Analysis of twenty to thirty such 


samples in each experiment gives results consistent with 
a distal-tubule site of action of acetazolamide, but with 
a predominantly proximal-tubule action of the mercurial 


diuretic chlormerodrin. MILNE and his colleagues ™ 
describe how differential permeability of membranes 
leads to a concentration of weak bases in acidic fluids 
and of weak acids in alkaline fluids; this concept is 
important not only in relation to ammonium excretion 
but also in the pharmacology of important agents such 
as salicylate, mecamylamine, and pempidine.'? Dilution 
and concentration of the urine, so often taken for granted 
or used as an empirical test of renal failure, are now 
reviewed in worthy detail by BERLINER et al.,'* who 
propose a modification of the ingenious but somewhat 
neglected “ counter-current” physical mechanism of 
Wirz.'* Some new thinking is certainly needed here 
to account for such apparent anomalies as the failure 
of water diuresis in hypopituitarism,’ the inability 
of healthy people to form a concentrated urine for some 
days after a period of weeer-loatingy and the formation 


. Pitts, R. F., Alexander, R. S. Amer. F. a 1945, 144, 239. 
. Mudge, G. "H. ‘Amer. 3. Med. 1958, 24, 7 
. Pearse, A. G. ES, Macpherson, C. R. 5 Pash. Bact. 1958, 75, 69. 
. Oliver, J., MacDowell, M., Welt, L. G., Holliday, M. A., Hollander, W., 
Winters, ’R. W., Williams, = F, Segar, W. E. 5. exp. Med 1957, 106, 
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. Pitts, R. F. Amer. ¥. Med. 1958, 24, 745. 
A Milne, M. D., Scribner, B. H., Crawford, M. A. ibid. p 
. Harington, M., Kincaid-Smith, P., Milne, M. D. dy aly 5, 1958, 
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5 Berliner, R. W., Levinsky, N. G., Davidson, D. G., Eden, M. Amer. F. 
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of a concentrated urine in the absence of antidiuretic 
hormone when G.F.R. is reduced.'* TAGGART '* reviews 
progress in the very difficult problem of active tubular 
transport. Much of this progress has been negative, in 
the elimination of “ mechanisms proposed in the past 
on rather superficial grounds”; but his account of 
glucose reabsorption and of P.A.H. secretion indicates at 
least the way in which the application of metabolic 
energy to active transport is likely to be elucidated. 

In addition to the emphasis on tubular function, the 
papers in this symposium illustrate another way in 
which renal physiology is drifting away from the 
dominance of clearance techniques. The first two papers, 
on electron microscopy '* and on renal biopsy,” reflect 
the renewed interest in structure as a necessary basis for 
function. These two papers are a partial fulfilment 
of some of the hopes expressed by JEAN OLIVER in his 
contribution to the 1950 series, entitled “an essay 
toward a dynamic morphology of the mammalian 
nephron ”.*_ Perhaps fortuitously, another paper in 
the present series, by BRADLEY and WHEELER,” stresses 
the differences between nephrons, in contrast to 
their statistical unity which is the unstated assumption 
of the clearance approach—an assumption which was 
pilloried by OLIveR in the trenchant query: “When is a 
kidney not a kidney ?”’.* So far from being uniform, 
the nephrons are apparently “ notably multifarious, in 
dimensions, mass, configuration, construction and 
arrangement ”; the evidence of a functional counterpart 
to these obvious variations in structure is still indirect, 
but it is increasing in cogency, even for the normal 
kidney. 

Looking at the symposium in general, it is apparent 
that the questions are still well ahead of the answers; 
but at least they are different questions, and perhaps in 
the long run more easily answered. Most of the advances 
reported have been in physiology, and have not yet been 
digested into practical clinical use; but the work on 
diuretics,” on renal biopsy,” and on the kidney in 
potassium depletion ™ is already at this stage. Most of 
the territory, in which we have planted a few signposts, 
lies between the desert and the sown; and it is not 
yet certain whether some of the concepts expressed will 
turn out to be words (“the daughters of earth”) or 
things—‘“ the sons of Heaven ” in the round Johnsonian 
phrase. 

The Right Background 

THE part that physical environment plays in the 
treatment of physical illness has iong been appreciated: 
fresh air, sunshine, particular kinds of food, and exercise 
—all are recognised as often therapeutic. Today we are 
beginning to appreciate the equal importance of mental 
environment in the treatment of mental illness, and this 
rediscovery is helping to change the atmosphere of 
mental hospitals. In the past, as Dr. DUNCAN 

17. Berliner, R. W., Davidson, D. G. 7. clin. Invest. 1957, 36, 1416 

18. Taggart, J. V. Amer. J. Med. 1958, 24, 774. 

19. Rhodin, J. ibid. p. 661. 

20. Brun, C., Raaschou, P. ibid. p. 676 

21. Oliver, J. ibid. 1950, 9, 88 

22. Bradley, S. E., Wheeler, H cow 1958, 24, 692 


23. Oliver, J. J. Urol. 1950, 63, 373. 
24. Relman, A. S., Schwartz, W. B. Amer. 3. Med. 1958, 24, 764. 


MACMILLAN pointed out last week,' the environment of 
these places has too often not even been neutral: it 
has been actively unhelpful. Certification, deprivation 
of civil rights, segregation from the rest of the com- 
munity, and confinement behind locked doors are 
procedures which, however well intentioned, can only 
increase the tension, uncertainty, and bewilderment of 
the patient and aggravate the disturbance of his mind 
and feelings. 

But environment can do more than fail to hinder 
recovery. It can actively speed the patient’s progress; 
and today the hospital environment is no longer regarded 
as a mere custodial background—against which active 
therapy flamed and then too often faded—but as part 
of the patient’s treatment. The clearer this becomes, 
the more important it is that he should be placed in the 
most suitable environment; and this in turn demands a 
subtler classification of patients according to their needs 
and a greater diversity of hospital accommodation. 
Unlike many reforms, this may prove am economy as 
well as an advance. Professor McKreown and his 
colleagues * in their survey of 3555 residents in Birming- 
ham mental hospitals found that only 13°, needed the 
full range of hospital facilities ; 75°, needed only limited 
hospital services ; and 12°,, needed none of the traditional 
ones. McKEown thinks that in the hospitals of the 
future these three different kinds of patients should be 
in separate units. 

Ways in which the hospital unit can be varied accord- 
ing to the patient’s need have also been discussed by 
Dr. MINSKI, drawing on his experience as physician 
and superintendent of a neurosis centre from 
1938 to 1957.2 In his view the ideal admin- 
istrative framework for the care of mental patients 
would comprise a neurosis hospital, an acute 
psychiatric hospital, and a hospital for long-stay 
patients—all under the same management committee, 
and with the same senior doctors working in all three. 
In this way the task of looking after the chronic cases 
would be shared between the medical staff. He suggested 
that registrars coming fresh from general medicine 
should begin their psychiatry in the neurosis centre, 
where they would find patients of a kind already familiar 
to them. He would like to see some beds in general 
hospitals reserved for neurotic and psychosomatic cases 
so that medical and nursipg staff should have more 
experience of looking after these patients. Observation 
wards should also, in his view, be attached to general 
rather than mental hospitals, for many of the patients 
admitted to these beds would then never need to go 
to a mental hospital. But if in this way the general 
hospital could usefully take part in the care of the 
mental patient it should in return have help in its out- 
patient department. To give the necessary continuity 
of care, a psychiatrist from the complementary mental 
hospital should be on the staff of the outpatient depart- 
ment of the general hospital. 

Dr. MINSK! has described his ideal, albeit an ideal 


1. Macmillan, D. Lancet, July 26, 1958, p. 201. 

2. Garrat, F. N., Lowe, C. R., McKeown, T. ibid. 1958, i, 682. 

3. Minski, L.,in a paper read to the Royal Medico-Psychological Association 
on Feb 22, 1958. 
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formed by experience. Dr. BAKER on p. 253 describes 
a reality in which progress, if not perfection, is being 
achieved by improvisation. Like Professor MCKEOWN 
and Dr. MINsKI, he asks for the division of our huge 
monolithic mental hospitals into smaller, livelier, 
friendlier units, and he describes how, at Banstead 
Hospital, a modest start has already been made. A 
non-statutory unit and a tuberculous unit have already 
been opened, and in defiance of structural difficulties 
the 1200-bed institution is to be divided up and trans- 
formed, if all goes well, into three admission hospitals, 
a geriatric hospital, a hostel, and a reablement unit. 
Dr. BAKER believes that if we made better use of our 
hospital beds we should not need so many of them. 
The Banstead experiment in functional division is a 
brave effort to free psychiatric practice from the domina- 
tion of what he justly describes as our “ huge over- 
populated unwieldy mental hospitals ”’. 





Annotations 





TREATMENT OF THE PSYCHOPATH 


SoME of the most obstinate problems in psychiatry 
revolve round the clinical condition known as “ psycho- 
pathic personality”. The very concept is so hard to 
delimit and so open to argument that the Royal Com- 
mission on the Law Relating to Mental Illness and 
Mental Deficiency, while advocating wide compulsory 
powers, left the definition open.' But the diagnosis is 
child’s play compared with the difficulties of manage- 
ment; and the remarks on treatment by Dr. Melitta 
Schmideberg, chairman of the Association for the Psychia- 
tric Treatment of Offenders, in a lecture to the Institute 
for the Study and Treatment of Delinquency on July 23 
were of great interest. 

Drawing on her experience in Europe and the United 
States, Dr. Schmideberg pointed out that the usual 
criterion of psychopathy was antisocial behaviour, but 
this did not necessarily involve breaking the law. The 
narcissistic element was pronounced, and this love of 
self with slight regard for others led to a peculiar idea of 
reality in which the future consequences of present 
actions could not be judged: the capacity to learn from 
experience was similarly one-sided, and, while the 
psychopath’s errors seemed to make him more adept in 
criminality, punishment was not often deterrent. Ideas 
of grandeur and “ magical’ modes of thinking seemed 
to be involved in his usual belief that he could not be 
caught. Although the whole life-pattern showed self- 
destructive tendencies, suicide among psychopaths was 
rare: the borderline between psychopathy and schizo- 
phrenia was sometimes vague and could be crossed in 
either direction. There was always a strong wish for 
pleasure, and a need for immediate gratification, but the 
capacity for enjoyment was slight. Although anxiety and 
guilt were said to be characteristically absent, Dr. 
Schmideberg was sure that they existed but were denied: 
indeed antisocial acts often arose as an expression of 
anxiety. The sadistic element was clear enough in the 
various aggressive acts, and, as Dr. Peter Scott pointed 
out in the discussion, masochistic traits in some cases 


1. Royal Commission on the Law Relating to Mental Illness and Mental 
Deficiency, 1954-57; paras 190-195, 357. H.M. Stationery Office, 1957. 


made punishment worse than useless since this was just 
what the patient unconsciously sought. 

As to the origins of the condition, Dr. Schmideberg, 
for a psychoanalyst, laid surprisingly little emphasis on 
trauma in early life. Maternal deprivation was but one 
factor. She pointed out that increasing numbers of 
psychopaths in America come from well-ordered middle- 
class homes; similarly there were deprived slum children 
in whom psychopathic traits did not develop. The 
development of social ideals and self-control was what 
socialised, and it was in this area that the psychopath was 
most disturbed. The prevalence of crime was greatest 
not in towns like New York and Chicago but in 
affluent areas such as California. She felt that American 
ideals were becoming increasingly psychopathic; crime 
bred crime, and vivid newspaper reporting had much to 
answer for. (It could be added to her list of external 
causes that tough police methods constitute a “ challenge ” 
to delinquents which may have much to do with 
the extreme violence of some American adolescent 
outbursts.) 


Dr. Schmideberg believed that treatment out of prison 
was often preferable, since only in society could the 
patient face his relationship problems in the work and 
sexual sphere. The difficulty was that the severe psycho- 
path did not want to change: his sole interest in doctors 
was in using them to get out of trouble. For this reason 
interpretations of behaviour given during psychotherapy 
would probably be used by the patient as an excuse for 
further offences and a means of putting the blame for his 
behaviour on to others (e.g., his parents). Analytic 
treatment must be employed with caution, and the 
defences against real insight were enormous. Success 
could be hoped for in reluctant patients only when they 
were obliged under threat of punishment to receive treat- 
ment; thus probation and suspended sentences were, in 
Dr. Schmideberg’s view, invaluable. Some doctors dis- 
liked the idea of their patients being “ forced ” to receive 
treatment from them, but it was the unwilling ones who 
required attention most urgently. The art of the therapist 
consists in turning the enforced relationship into a 
genuine one, and it was mainly this genuine relationship 
that socialised the patient. Under the suspended sentence, 
the sentence was postponed and finally pronounced after 
periodic appearances in court and reports from the 
therapist. This and probation, she considered, were 
admirable devices, which provided just the right blending 
of authority with threat from the court and support 
from the therapist. The initial relationship came most 
easily just before the trial, and she used challenging and 
directive methods related to real-life situations concerning 
the patient’s actions and their consequences. The process 
of producing motivation was half the problem, and, once 
the patient wished to change, the process became one of 
re-education. One criterion of success was stability at 
work, for if a man was not in work he would steal. Adjust- 
ment was always hard, because the psychopath expected 
disproportionate praise for anything he did. Dr. Schmide- 
berg departed again from analytic practice in that she 
verified incidents and progress by means of information 
from the family, employer, and probation officer if it 
could be tactfully obtained without hurting the patient. 


Dr. Maxwell Jones rightly indicated in the discussion 
that relationships in the work and sexual spheres could be 
built up in certain kinds of institution, and that com- 
mentary and prohibition might be more effective to the 
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patient when derived from his peers instead of from 
authority. Many will differ from Dr. Schmideberg’s views 
and methods, but their particular virtues seem to be their 
realism and common sense. It is to people with her 
energy and positive approach that we look for new ideas 
and methods—the trouble is that methods already in 
use remain somewhat unknown quantities. Apart from 
the work at Belmont,? Simpson has an interesting unit at 
Wormwood Scrubs,’ and elsewhere different types of formal 
psychotherapy and psychoanalysis have been used. Every- 
one working in or observing these endeavours must agree 
that “things happen” (treating psychopaths may be 
trying but it is certainly not uneventful), and the dynamic 
situations that arise are of much scientific interest. 
But the ultimate results are hard to judge, and comparison 
of one kind of management with another is impossible. 


WHY PEOPLE SMOKE 

TEMPERAMENTAL differences between smokers and non- 
smokers have been described by Heath‘; and now 
McArthur et al.* have published further observations on 
the same group of men. Their subjects were 252 Harvard 
graduates who, while at the university in 1938-42, were 
selected for a study of adult development because of 
their apparent normality. They were examined by 
psychological and various other techniques, and their 
progress was checked by annual questionaries, tests, and 
visits. Smoking habits were among the extensive data 
collected about these men, and information accumulated 
over a fifteen-year period was available for analysis. 

Believing with Bales* that the social and cultura] 
environment is the most potent influence on habit forma- 
tion, McArthur et al. considered that non-smoking was 
likely to be commonest in the lower middle class of the 
U.S.A., since there is evidence ’ * that people of this rank, 
more than those above or below them in the social scale, 
still cleave to values derived from what has been called 
the Protestant Ethic *—religious doctrine according to 
which it is sinful to waste time and substance on unprofit- 
able activities. Children reared in this tradition are 
taught to eschew frivolity, and to be upright, industrious, 
and ambitious.* '°*! It seemed probable, therefore, that 
members of the middle class would be less likely to indulge 
in a pleasure of the flesh, such as smoking, than members 
of other less ascetic sections of the population. In order 
to test this hypothesis they compared the smoking habits 
of men who had prepared for Harvard at public high 
schools with those of men who had prepared for Harvard 
at private preparatory schools, as the high-school gradu- 
ates were mainly of middle-class and the preparatory- 
school graduates of upper-class origin. They found, in 
fact, that there was a highly significant correlation 
between smoking and exclusiveness of school. 20% of 
the graduates of very exclusive private schools, 30°, of the 
graduates of less exclusive private schools, and 40°, of the 
graduates of public schools did not smoke. At first sight 
it might appear that a public-school education is less 
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conducive to smoking than a private-school one; but this 
is not so, for it has been estimated ** that only 9% of boys 
at American public schools do not smoke! It must there- 
fore have been from this select minority that the Harvard 
public-school non-smokers were recruited. They were 
predominantly earnest young men of the middle class, 
the pride of their families, heavily indoctrinated with 
“‘ work morality ”’, and bent on achieving the status of a 
technical or professional career. The upper-class private- 
school boys, on the other hand, aimed rather at con- 
formity with an accepted code of behaviour than at 
advancement through self-denial, and most of them went 
into business. A significantly high proportion of non- 
smokers had pious parents, and the sons were often more 
pious than the fathers. In short, it would appear from the 
findings of this investigation that a comparatively poor 
but very honest Protestant, keen to “ improve himself ”’, 
is more likely than most in America to remain a non- 
smoker; and McArthur et al. quote a market survey 
carried out in England ** which suggests that here also 
non-smoking is associated with “ middle class respecta- 
bility ”’. ‘ 

Whatever the reason for starting to smoke, it may be 
assumed that the degree of addiction will be determined 
by the extent to which the habit satisfies the personal 
needs of the smoker. It is generally believed that smoking 
is indulged in to allay anxiety, but McArthur et al. found 
no convincing evidence of a general tendency in their 
subjects to smoke more heavily in times of stress, 
although they admit that their experiment was not ideally 
designed to test this point. However, as 70% of heavy 
smokers and only 30°, of light smokers said they smoked 
more when under pressure, it seemed possible that smoking 
may become a suitable tension reducer only when it has 
become a deeply ingrained habit. Heavy smoking in 
their study was found to be most significantly correlated 
with a “‘ coartated ” performance of a special Rorschach 
test—that is, a record indicative of a lack of emotional 
resources. Coartated men were “ inarticulate, pragmatic, 
and bland . . . hard to get to know... compulsive fiddlers, 
desk-arrangers, people who allayed their tension through 
fussy activities’’. Once a coartated person started to 
smoke he tended to smoke heavily, no matter what his 
social background had been. Moreover, he tended to 
smoke increasingly, so that if he started late he was soon 
smoking more than men who had started early. Among 
the heavy smokers who were not coartated there was, as 
Heath * has already observed, a significantly high propor- 
tion of impulsive men with poorly integrated personalities. 

As regards ability to stop smoking, the amount of 
tobacco previously consumed was found to be the most 
significant factor. It was estimated that men who have 
smoked a mean number of 9 cigarettes a day can stop, 
men who have smoked 18 do not try, and men who have 
smoked 20 cannot. (Presumably it is assumed that some 
18-a-day men can stop if they try.) The ability of the 
subjects of the study to stop smoking was also significantly 
related to the length of time they had been breast-fed. 
Light smokers who could stop had been weaned at 8 
months; heavy smokers who could stop had beén weaned 
at 6:8 months; smokers, mostly heavy, who did not try 
to stop had been weaned at 5 months; and smokers, 
mostly heavy, who tried to stop but could not had been 
weaned at 4:7 months. McArthur et al. do not suggest 
that there is an immediate connection between early 


12. Hollingshead, A. Elmtown’s Youth. New York, 1949. 
13. Davis, F. Unpublished. 
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weaning and inability to stop smoking—the time of 
weaning may reflect only a certain pattern of infant 
training—but they point out that smoking is associated 
with a liking for other oral gratifications: smokers tend 
to drink more alcohol and coffee than non-smokers,‘ and 
if they stop smoking they are apt to substitute food for 
tobacco.'* Also, a lower than average proportion of men 
who could stop smoking had been bottle-fed babies, and a 
higher than average proportion of men who could not were 
reported to have sucked their thumbs in childhood. 
McArthur et al. therefore conclude that, although the 
amount of tobacco previously consumed is of prime 
importance in determining whether or not a person can 
stop smoking, an “ orality ’’ factor may also be influential. 

Perhaps the most interesting finding of this study is 
that in the past some parents, on general, principles, have 
persuaded their children not to smoke. Now that the 
perils of cigarette smoking are so widely known, it would 
be even more interesting to learn what parents are man- 
aging to persuade their children to avoid the habit on the 
specific ground that it is dangerous to life. 


ANTIBODY TO PENICILLIN 


Ley et al."* have reported a new and interesting observa- 
tion—that specific antibody to penicillin may be demon- 
strated in some human sera. The discovery was made 
accidentally. Penicillin was added as a routine to preserve 
red-cell suspensions used in a blood bank. The serum of 
one prospective recipient of a transfusion was found to 
agglutinate all red cells against which it was tested, but the 
agglutination did not appear when the same serum was 
tested against red cells which had not been mixed with 
penicillin. When the patient’s red cells were treated with 
penicillin, they also were agglutinated by his own serum. 
Investigation showed that red cells of all human blood- 
groups could be made agglutinable to antibody-containing 
sera in this way, but so far only with the penicillins G, 
O, and K, and the penicillin derivative synnematin B. 
Results were negative in tests with streptomycin, dihydro- 
streptomycin, polymyxin B, bacitracin, neomycin B, 
ristocetin, viomycin, and oleandomycin; but it is not 
stated whether cells sensitised with these agents were put 
against sera likely to contain antibody to them or only 
against sera known to contain antibody to penicillin. 
Penicillin inactivated by penicillinase did not sensitise 
the red cells; but red cells once sensitised could not be 
desensitised by subsequent treatment with penicillinase, 
papain, or ficin. Sensitisation of red cells with penicillin 
proceeded in proportion to the concentration of the drug 
and time of exposure, reaching a maximum in about 
twenty-four hours and persisting for as long as the cells 
remained useful for testing—that is, for some two to 
three weeks. 

To carry out tests for serum antibody, Ley et al. 

prepared penicillinised red cells by adding 8 ml. of a 
mixture of equal parts of whole blood and Alsever’s 
solution to 200,000 units of powdered penicillin G. After 
incubation at 37°C for an hour the red cells were washed 
thrice in physiological saline solution and made up to a 
suitable suspension (4-10%,) in physiological saline. The 
ncubation temperature was not critical, since sensitisation 
ould be accomplished at any point in the range 6—37°C. 
Antibody was eluted from sensitised cells by heating them 
it 54°C for fifteen minutes; the antibody was stable at 
4. Brozek, J., Keys, A. Science, 1957, 125, 1203. : 


5. Ley, A. B., Harris, J. P., Brinkley, M., Liles, B., Jack, J. A., Cahan, A. 
thid., 1958, 127, 1118. 


refrigerator temperatures and resisted 56°C for two 
hours. Its possession of many of the known attributes of 
a true antibody, and its specificity, thus appear to be well 
established; further, it may be completely adsorbed from 
sera by their exposure to concentrations of penicillin of 
the order of 12,000 units per ml. or greater. A positive 
reaction between antibody-containing serum and sensi- 
tised red cells may be easily demonstrated by conventional 
slide or tube agglutination methods if there is enough 
antibody, and by anti-globulin methods if there is not. 
So far, Ley et al. have detected 25 positive sera among 
about 2000 tested. All who yielded positively reacting 
sera had received penicillin treatment at some time, but 
only a minority had been known on clinical grounds to 
be sensitive to penicillin. 

This report is of great interest both because it offers a 
possible method of studying the sensitisation of patients 
to penicillin—an important problem in its own right— 
and because, despite the negative results with other anti- 
biotics so far tested, this report raises the hope that the 
valuable method of red-cell agglutination may perhaps, 
with appropriate technique, be yet found adaptable to 
the study of other hypersensitivity phenomena, which 
cause sO much distress to their victims and appear to be 
an.increasing feature of medical practice. 


EXPERIMENTAL MONILIASIS 


MONILIASIS is attracting attention because overgrowth 
of the causal agent, Candida (formerly Monilia) albicans, 
is commonly observed in patients treated with anti- 
biotics—particularly, it seems, with broad-spectrum 
antibiotics such as chloramphenicol and the tetracyclines. 
Usually this overgrowth is without clinical significance; 
but exceptions are common enough to maintain our 
interest in the influences that may favour or counteract 
invasion of tissue by C. albicans. Studies of these problems 
are reviewed by O’Grady and Thompson,’ who describe 
their own experimental approach, which has novel and 
notable features. 

To begin with, they chose to work with a lesion pro- 
duced by inoculating C. albicans into the left thigh of 
mice. This was done to eliminate the uncontrollable and 
unmeasurable effects that might arise in experiments 
where a local bacterial flora was normally present. It is 
suspected that, in actual practice, monilial overgrowth 
may be due partly to suppression of normal flora; but 
the unresolved question which was studied was whether 
an antibiotic might have a more direct effect either on 
the growth of the candida or on the defences of the host. 
The closed lesion in the thigh of the mouse met this 
point. Furthermore, objective, accurate, rapid, and fre- 
quent measurements of the progress of the experimental 
infection could be made by measuring daily with sliding 
callipers the mediolateral diameters of the thighs and 
thence calculating the average increase compared with the 
normal thigh. O’Grady and Thompson examined 
Seligmann’s* postulate that chlortetracycline (aureo- 
mycin) exerts on the response of the host to candida 
infection an effect analogous to that of cortisone. In the 
effects of cortisone and chlortetracycline they discovered, by 
their approach, two similarities and two differences. Both 
drugs caused a decrease in size of the experimental lesions, 
which was followed by a rapid increase when treatment 
was stopped. In addition, if the dose of chlortetracycline 
was high enough, the diameter of the thigh on the side 

1. O'Grady, F., Thompson, R. E. M. Brit. J. Pharmacol. 1958, 13,1. 
2. Seligmann, E. Proc. Soc. exp. Biol., N.Y. 1952, 79, 481 1953, 83, 778. 
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of the lesion continued to be above the control value, as 
with cortisone—a demonstration of the rebound effect, 
already well known with cortisone. 

Intramuscular injection of cortisone alone reduced 
the diameter of the thigh a little, and injection of cortisone 
along with candida reduced the candida lesion compared 
with untreated controls. Chlortetracycline by itself, 
on the other hand, produced a large swelling, and if 
given along with candida produced a very large and 
persistent mass. When the drugs were given sub- 
cutaneously to animals which received the candida 
separately, the suppression and rebound resulting from 
cortisone could not be reproduced by subcutaneously 
administered chlortetracycline in any dosage. On the 
contrary, the reduction in size of the lesion from sub- 
cutaneously administered  chlortetracycline became 
increasingly long-continued with increased dosage, but 
rebound was not observed even when the chlortetra- 
cycline was given for two days only. From other experi- 
ments, which involved the use of many substances which 
might conceivably have imitated the main effects of corti- 
sone and chlortetracycline, it became clear that the action of 
aspirin in this infection did not resemble that of cortisone 
or chlortetracycline and that chlortetracycline was not 
acting as a simple irritant, however important its irritant 
action undoubtedly was in enhancing the lesions when it 
was given along with C. albicans. 

O’Grady and Thompson have certainly given us some- 
thing interesting to ponder, even if neither they nor we 
can be quite certain of what it all means in terms of 
clinical medicine. 

ADOLESCENCE 


THE consequences of human polymorphism in develop- 
ment-rate have lately been underlined once again by 
Tanner.' By carrying out one of the first really large 
studies that included longitudinal as well as cross-sectional 
observations * Tanner has shown the extent of this 
polymorphism, which is seriously obscured if events at 
puberty are pictured from cross-sectional averages. There 
is a large diversity in the patterns of change and the rates 
at which they occur over the period from 9 to 16 years of 
age: by plotting the time of occurrence and range of 
onset of the spurts of fat deposition, height gain, genital 
development, and muscular strength, it can be seen that 
“‘an early-maturing boy may have finished his entire 
adolescence before a late-maturing boy of the same 
chronological age has even begun his first enlargerrent 
of the testis”. This diversity—which is obvious from 
general experience once it has been pointed out, but for 
which astoundingly littl allowance is made—has 
important educational implications. Tanner also draws 
attention to the likelihood of psychological effects 
associated with late or early development in a given social 
setting. The early developer may be precocious and 
popular (or alternatively precocious and embarrassed); 
the late may become despondent over his sexual or 
athletic inadequacies. None of these will be constant 
effects—in different social settings they may operate to 
produce opposite results—but there seems little doubt 
that rate of development may be a more important 
determinant of personality than has generally been 
conceded. Since, moreover, early or late puberty are 


likely, on animal evidence, to be heritable, possibly one 


1. Physical Maturing and Behaviour at Adolescence. By J. M. TANNER, 
M.D., D.SC.,D.P.M. Published by the National Children’s Home, High- 
bury Park, London, N.5. 1958. Pp. 46. 2s. 6d 

2. See Tanner, J. M. Growth at Adolescence. Oxford, 1955. 


should seek here the supposed “genetic” bases of 
various personality characters—homosexuality or excessive 
shyness, for example, which show twin and sib correlations. 

Tanner’s work is a shining example of the realisation 
of human polymorphism—of the number of different 
“normalities *—which human biology is contributing 
to medicine. The follow-up of these series into adult 
life will contribute still more. It would be interesting 
to know, for example, whether rate of development and 
rate of senescence are positively linked, or negatively as 
in hybrid vigour, where hybrid animals both develop 
faster and live longer than inbred. 


THE RUSSIAN VACCINE 

UNCERTAINTY about the Russian vaccine which has 
been used in the treatment of multiple sclerosis'~* is 
lessened by a letter in last week’s British Medical Journal. 
Writing from Moscow, Professor Shubladze and Professor 
Dick say that it is necessary to reinvestigate and charac- 
terise the original isolates of the SV strain of acute 
encephalomyelitis virus from which the vaccine of 
Shubladze and Margulis was prepared, because recent 
experiments have shown that the SV strain in current use 
is similar to rabies virus. Further recommendation about 
treatment with the vaccine cannot, they add, be made 
until these new inquiries have been completed. Dick and 
his colleagues in Belfast had earlier reported‘ results 
suggesting that the virus was rabies virus; and it is 
welcome news that Professor Shubladze and Professor 
Dick have been able, by personal discussion, to throw 
light on a confused situation. 


LIFE PEERS 

THE traditions and institutions that survive longest are 
those that can assimilate and accept change with grace 
and realism, and for some time it has been apparent 
that the House of Lords was remaining dangerously 
unchanged in a changing world. The reform now being 
undertaken is a further breach in the hereditary principle. 
Already the Law Lords sit as life peers, and the Bishops 
only while <hey hold their sees; and now the number of 
life peerages is to be gradually raised, so that the House 
shall contain more members willing and able to devote 
a good deal of time to its business. We are glad to note 
that the list of fourteen new life peers announced last 
week contains the names of two doctors. 

Sir John Stopford, as a past vice-chancellor of the 
University of Manchester, a fellow of the Royal Society, 
and an emeritus professor of experimental neurology, has 
the background of an administrator and a scientist. Dr. 
Stephen Taylor has already had some taste of politics as 
M.P. for Barnet from 1945 to 1950. Since then, to his 
war-time experience as the director of Home Intelligence 
and the War-time Social Survey, he has had added the 
knowledge of social medicine he has gathered from his 
special studies, on behalf of the Nuffield Provincial Hospitals 
Trust, of general practice and of the health service. He 
is also director of the industrial health service of the 
new town of Harlow, in whose development he has 
played no small part. 

1. See Lancet, 1958, i, 730. 

2. Liversedge, L. A. ibid. p. 1224. 

3. McCluskie, J. A. W., Timburg, G. C. ibid. p. 1386. 

4. Dick, G. W. A., McKeown, F., Wilson, D. C. Brit. med. J. 1958, i, 7. 

Sir CLEMENT Price THomas has been elected president of 
the Welsh National School of Medicine. 

Professor A. M. CLAYE has been re-elected president of the 
Royal College of Obstetricians and Gynzcologists. 
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BREAKING UP THE MENTAL HOSPITAL 


A. A. BAKER 
M.D. Lond., D.P.M. 
PHYSICIAN-SUPERINTENDENT, BANSTEAD HOSPITAL, 
SUTTON, SURREY 


DEPUTY 


THREE years ago, Banstead Hospital housed 2450 
patients, and there was a waiting-list. There are now 
some 2000 patients in the hospital and no waiting-list. 
Yet, during these years the annual number of admissions 
has risen by 40%, and the hospital’s catchment area has 
grown, adding some 40,000 people to the population 
which it covers. 

REFORMS AND RESULTS 

These changes are largely due to our interpretation 
of the new outlook on the duties and responsibilities of 
the mental hospital. 

We have assurhed that all patients entering hospital come for 
treatment and expect to return to their homes. Therefore, 
every admission, however apparently hopeless the prognosis, 
has had active treatment and rehabilitation, whether he was 
a new patient, a readmission, or a geriatric patient. The only 
exceptions have been patients with a progressive organic 
dementia. 

All admissions have been treated in fairly small wards, all 
of them open, with maximum privileges. 

Instead of admitting all disturbed women patients to one 
ward as in 1955, we now admit them to four wards. One ward 
is reserved for the physically ill; the allocation of patients to 
the other three wards is determined partly by age and partly 
by diagnosis. 

We have been in touch with relatives, friends, and employers, 
and asked them to ensure that a place in the community is 
kept open for the patient. 

Physical treatment, particularly £.c.T. and the tranquillisers, 
is used extensively, not only to alleviate symptoms, but also to 
enable the patient to make full use of the therapeutic social 
activities we offer him. 

We have started many social and occupational activities, of 
which the small factory within the hospital itself was one. 


The nursing staff have, of course, played a large part 
in the changes. —Two maxims have been of the greatest 
importance. The nurses have been encouraged to treat 
the patients on the understanding that “ their patient 
today may be their neighbour tomorrow ”. Secondly, it 
was made clear to them that when a long-stay patient was 
made fit to resume life outside hospital, his place in the 
overcrowded ward would not be taken by another. Thus 
the nurses knew that success in their efforts to help a 
patient would mean an improvement in conditions. The 
old policy by which vacancies on long-stay wards were 
filled with more disturbed patients from elsewhere dis- 
couraged the nurses. 

In 1955, not only were the wards overcrowded, but 
they were too big. Among twenty-six wards on the 
women’s side we had seven with over 100 beds in each. 
\s a result of our discharges and some rearrangement, no 
ward now has more than 60 beds, though this is still 
twice as many as we should like. 

Another result of our discharge policy has been the 
development of our outpatient service, for we had to 
provide supervision and further treatment for more 
patients. Our outpatient clinics have all expanded—some 

s much as sixfold in the last three years. 


PLANS AND PROPOSALS 

One of the biggest problems in our present mental 
hospitals is their size. During the Victorian era when 
they were built, the policy was to provide custodial care 
and to house as many patients as possible as cheaply and 
conveniently as possible. The large barnlike wards 
therefore accommodated at least 100 patients, and each 
of the large prison-like hospitals held 2000-3000. We 
have made some progress in reducing the number of 
patients in a ward, but the 2000-bed mental hospital is 
much too large, however small the individual wards 
become. It cannot possibly form a “ social field’, in 
Lewin’s sense, in which each individual influences the 
whole, and the whole influences each individual. No 
doctor or nurse can possibly know all the patients, and 
each person in the hospital inevitably feels relatively 
insignificant. We should aim at hospitals of 200—300 beds. 
Since these hospitals cannot at present be built, we have 
started to try to break up our present colossus into 
smaller, more manageable units. For example, we have 
now a 100-bed non-statutory unit which was originally 
built as an admission ward, and also a 100-bed unit for 
tuberculous men which serves the South West Metro- 
politan region. But we are still left with the main mass 
of the hospital, which on the women’s side means 1200 
patients shared between twenty-five wards. 

There seems no obvious way of breaking up our ward 
blocks structurally, but we propose to divide them 
functionally, so that each unit provides a complete hos- 
pital service of its own. These hospitals within a hospital 
will each be run by a doctor who will be responsible for 
treatment and transfers within the unit. Each will have 
its own “‘ matron ” and nurses and ancillary workers. 

We plan to break up our 1200-bed unit into three 
admission hospitals, each with 200 beds, a geriatric 
hospital with 300 beds, a hostel for patients working in 
the hospital industries, with 250 beds, and rehabilitation 
unit with 50 beds. 

The three admission hospitals would be the geriatric unit 
(with 1 admission ward, 1 convalescent ward, and 2 wards for 
patients whose physical health is deteriorating and whose 
discharge is unlikely); a unit for young, disturbed patients usually 
with schizophrenia (with 1 admission ward and 3 wards 
providing graduated social training and rehabilitation); a 
similar unit for middle-aged patients of roughly forty to sixty. 

Part of the proposed geriatric hospital already houses the 
most frail or physically ill of our long-stay senile population. 
In view of the present demand for geriatric beds and our 
ageing long-stay population we propose to bring the number 
of beds up to 300 so as to provide an adequate geriatric service 
for the long-stay wards in the hospital. 

As many of our patients, though employable and needing 
practically no supervision, have not been able to find a suitable 
niche in the community, we provide accommodation for them 
within the hospital and this unit will become the proposed 
hostel. From these wards the patients go out in the morning 
to work in our factory projects or to do hospital domestic work. 
They eat in the hospital’s self-service cafeteria. They take part 
in the social opportunities of the hospital and of the local 
community. 


The small rehabilitation unit will be used for the active 
rehabilitation of patients from the long-stay wards who are 
planning to leave hospital in the near future. It will enable 
them to concentrate on their social problems, and when they 
move into this ward we shall be able to see their capacity to 
adjust to a new situation. As we are extremely short of social 
workers, the nurses on this ward will probably perform some 
of their duties. 
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DISCUSSION 

When an unwieldy hospital is broken into smaller units, 
group and community techniques become feasible, morale 
improves, and patients and staff develop a greater sense 
of purpose and a clearer idea of their function in the 
therapeutic community. But to obtain the best results 
each doctor should be in charge of a unit for not less than 
a year and preferably longer. Under our present system, 
where the units are formed. by segregating patients 
according to age or length of stay, doctors tend to have a 
restricted experience of inpatient psychiatry. The benefits 
of our proposals are most obvious to the junior nursing 
staff, but they will exact a considerable change in attitude 
and function among the senior nurses, who have usually 
been trained for a different system of organisation and 
who can feel, justifiably, that much of their training and 
experience is now set aside, while fresh demands are 
made upon them. 

So far as we have been able to progress with our 
scheme, there seems no doubt that the patients benefit 
by it. They have continuity of treatment and human 
relationships. Their problems are no longer “lost” by 
transfer from one therapeutic group to another. Under 
our scheme all parts of the hospital will have positive 
functions instead of merely providing beds. 

It should be made clear that the provision of hostel 
accommodation and sheltered workshops is mot the proper 
function of a mental hospital. These facilities should be 
in the community, and, though they need some psychi- 
atric supervision, they should be run by the local 
authority. Though many of our patients using our hostel 
and workshop have made an excellent social adjustment, 
it is an adjustment within hospital and their prospects 
of discharge are now lessened rather than increased, for 
the community outside can offer no improvement in their 
way of life. 

We expect the number of patients in the hospital to 
continue to fall at the rate of 100 a year, but this reduction 
could be greatly speeded if the local authority provided 
adequate aftercare services. A hospital of 300-500 beds 
would probably suffice for the treatment and hospital care 
of the patients we are at present admitting. Unless we are 
aware of this possibility and encourage the changes in 
attitude, both in the hospital and in the community, which 
will be necessary to achieve it, huge overpopulated 
unwieldy mental hospitals will continue to dominate 
psychiatric practice and absorb an increasing proportion 
of the health services expenditure. 


THE BRITISH DIET 


InN 1956 in this country the transition to a free market 
was almost complete, and the National Food Survey 
Committee’s report ' for that year is their first to record 
household diets under trading conditions similar to those 
prevailing before the war. 

Comparing 1956 with 1934-39, the biggest change is 
an increase of 37°, in milk consumption. Meat consump- 
tion is up by 3%, but fish is down by 16%. A decline of 
37% in butter is almost completely offset by an increase 
in margarine. Cereals are down by 8%, but potatoes are 
up by 16%. Fruit and vegetables are almost unchanged. 
The nutrients available from these supplies show few 
significant changes. Daily intake of calcium per head 
has gone up by from 688 to 1107 mg. per day, derived 





1. Domestic Food Consumption and Expenditure: 1956. Annual report of 
eo glee i y Office. 1958. 
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partly from the extra milk and partly from artificial 
addition to bread. Total calories have increased from 
3000 to 3140 per day, protein from 80 to 83 g. per day, 
and fat from 130 to 138 g. per day. (These figures take 
no account of the distribution of the food or of the 
inevitable losses in the wholesale and retail trade.) 

In 1956 the National Food Survey recorded the diets 
consumed in 9617 households involving 31,063 persons. 


The households were chosen to give a statistically valid 
sample of different social classes and of different parts of the 
country. Special attention was paid to the income of the house- 
holder and to the proportion of the income spent on food; but 
the surveys do not cover food eaten outside the home, in 
restaurants and canteens. 

In all economic classes the average daily intake of all the 
nutrients is satisfactory as judged by the B.M.A. Nutrition 
Committee’s recommendations. Differences between the social 
classes still exist, but these are much smaller than in the pre- 
war years, when at least 10°, of the population were not getting 
a sufficiency of essential nutrient. The figures show that no 
large section of the community are underfed, judged by 
modern physiological standards. But, as the data collected 
covered less than 1 in 1000 of the population they do not 
exclude the possibility that a minority numbered in tens of 
thousands may still not be getting a physiologically adequate 
diet. 

Households dependent on old-age pensions and those 
with four or more children are the most likely to be 
underfed. 

In 1956, 245 households dependent on pensions and with 
an average total weekly income of less than £6 10s. were sur- 
veyed. The average expenditure per person in these households 
was 27s. 10d. The average physiological value of the diets 
consumed was satisfactory and this indicates that the majority 
of old people were getting enough to eat. 

The number of families with four or more children sur- 
veyed was 236. Again the average intake of nutrients was satis- 
factory, but the numbers—especially in the lowest economic 
group—were small. It is recorded that the average weekly 
expenditure on food by an adult couple increased between 
1952 and 1956 from 57s. 3d. to 72s. 9d., whereas the regression 
estimate of extra expenditure for each additional child rose 
from 8s. 6d. to 8s. 10d. a week in the same period. From these 
figures it seems reasonable to conclude that solitary couples 
have been able to keep up their usual food customs despite 
the inflationary period, whereas large families must have had 
to make considerable economies. Yet there is no evidence that 
these economies have reduced the intake of nutrients below 
physiological standards. 

A large section of the survey has been devoted to 
geographical differences in the household diets. 

These differences seem of little or no public-health import- 
ance, though no doubt they will be keenly studied by the 
market-research investigators and may even divert a general 
reader. The Welsh spent more money on butter than anyone 
else but much less on eggs than the national average. In Scot- 
land they spent much more money on cakes and biscuits, but 
less on fresh green vegetables than the average. Londoners 
appear to have spent most on vegetables, fruit, and milk, and, 
despite the higher prices, to have consumed more, The Mid- 
lands top the list easily for expenditure on cheese. The North 
and Yorkshire are right at the top in expenditure on flour, 
suet, and dripping, and this seems to be the region to go to 
for home-made cakes. The long table recording these differ- 
ences deserves study by any family contemplating a holiday in 
lodgings and undecided where to go. But on turning to the 
table where everything has been reduced to calories, carbo- 
hydrates, vitamins and the rest, the local interest has dis- 
appeared and uniformity at a satisfactory level is presented. 

A detailed appendix sets out quantitatively the different 
foods which are the source of fat in households of different 
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economic class, in different geographical regions, and in 
relation to the number of children. This has been pro- 
vided for the help of those epidemiologists who are looking 
for relationships between the nature of the dietary fat and 
the incidence of coronary-artery disease. The uniformity 
in the total quantity of fat consumed is striking, though 
as already stated) the Welsh take much more in the form 
of butter. The intake of vegetable fat is also remarkably 
constant (20 to 25 g. per day) at all social levels; but 
there is a small increase in the average intake of animal 
fat (from 77 to 95 g. per day) in the higher economic 
groups. At first sight little of importance appears to 
have come to light in this analysis, and the committee 
themselves present little comment. The working out of the 
correlations, if any, between these figures and corresyonding 
data for mortality-rates is a task for the vital statisticians. 

The committee have now published records of our 
national diet covering the years from 1940 to 1956. Their 
reports are admirable summaries of the country’s food 
intake and it is highly desirable that their surveys should 
continue. Perhaps, however, some variation in scope 
would be valuable. The committee seem so far to have 
concentrated on attempting to survey systematically all 
classes all over the country. It might be worth limiting 
such surveys to every third year, concentrating in the 
intervening years on one of the groups in which house- 
holds may be especially liable not to get enough satis- 
factory food. Old-age pensioners and families with a large 
number of children are two such groups. Though they were 
surveyed in 1956, the numbers were too small to justify 
the assumption that all was well with their food-supply. 





Public Health 





Regrouping of Water-suppliers 

IN 1956 the Minister of Housing and Local Government 
called on water-suppliers to regroup themselves into larger and 
more efficient units.'. Since then the number of undertakings in 
England and Wales has been reduced by 33 to 993 at the end 
of June. In addition, two compulsory orders and thirteen 
agreed orders, which together would reduce the undertakings 
by a further 36, were then awaiting the Minister’s confirmation ; 
the Minister had announced his intention of making three more 
compulsory orders, affecting 22 undertakings; and four private 
Bills were before Parliament. 

The Minister has now called for speeding of regrouping,’* 
saying that he will not hesitate to use his compulsory powers 
if suppliers cannot reach agreement among themselves. 


Second Quarter in England and Wales 

The birth-rate in England and Wales in the June quarter 
was high and the infant death-rate low.* 

Live births numbered 189,159, a rate of 16-9 per 1000 population, 
the highest rate for a June quarter since 1949 when the rate was 
17-6. Deaths numbered 124,113, a rate of 11-1 per 1000 population. 
The rates in the June quarters of 1957 and 1956 were 10-6 and 10:8 
respectively. Degths of children under one year of age totalled 
4030, giving a record low rate for a June quarter of 21-3 per 1000 
live births. The previous lowest for this quarter was 22-3 last year. 
In 1938 the corresponding figure was 50-3. 


Anti-fly Campaign 

An anti-fly campaign was held in Canterbury from July 14 to 
19, The campaign included posters, the use of a loudspeaker 
car that toured the streets, and a competition for the best- 
kept dustbins. The schoolchildren were awarded prizes for the 
best short essays on What I Think We Should Do About Flies. 
1, See Lancet, 1956, ii, 728. a polie es 
2. Circular 4/58. 


3. The Registrar General’s Weekly Return no. 29, 1958. H.M. Stationery 
Office. Pp. 20. 1s. 6d. 
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ANEMIA AND THE ALIMENTARY TRACT 


Last week the Royal College of Physicians held the 
first of its new college conferences, with 117 participants, 
of whom 21 were invited speakers. Prof. ROBERT PLATT, 
the president, explained that the programme had been 
arranged by Prof. L. J. Witts, Prof. J. V. Dacie, and 
Dr. F. Avery Jones, and that the speakers had been 
selected from among those who are actively extending 
knowledge of anzmia in its relation to the alimentary 
canal. Chairmen at the sessions were the President, 
Dr. T. C. Hunt, Professor Witts, and Dr. T. L. Hardy. 


The Mouth and Csophagus 

Dr. RICHARD ASHER (London) pointed out that the 
tongue is to some degree an index of the state of the rest 
of the alimentary tract, especially in sprue. Glossitis 
indicates that there is something wrong, but gives little 
clue to what it is; for atrophy occurs both in iron-defici- 
ency anzmia and in pernicious anemia, though in the 
latter the tongue usually appears glazed and glossitis 
precedes the anemia, whereas in iron deficiency there are 
changes in the lips and angular stomatitis. There is 
doubt whether the atrophic changes in iron deficiency 
are due to the iron deficiency; for deficiency in any of the 
vitamin-B group may be followed by papillary atrophy 
and then by iron deficiency, while the lesions can be cured 
with riboflavine or with iron. 

Dr. Asher recalled that A. B. Kelly and D. R. Patterson 
gave a full description of dysphagia associated with iron 
deficiency and a tendency to carcinoma of the cesophagus 
no less than three years before the inadequate déscription 
given by Vinson and the private communication of 
Plummer. 

Dr. WILFRED Sircus (Edinburgh) discussed aphthous 
stomatitis and the syndromes of Behget, Reiter, and 
Stevens-Johgson. About 20% of the population suffer 
sometimes from aphthous stomatitis—females twice as 
often as males—and nearly a fifth of the sufferers have 
attacks so frequent as to be virtually continuous. These 
ulcers can become confluent and cause severe scarring. 
Lesions occur on the genitalia in half the female but oniy 
2% of male sufferers. The pathology is non-specific, but 
an inquiry showed that two-thirds of patients with mal- 
absorption states had previously had severe aphthous 
ulceration; while 70% of sufferers from aphthous 
stomatitis suffered from severe anxiety states or emotional 
conflicts and nearly 60% were depressed. The etiology 
is uncertain, but a metabolic or autoimmune process now 
seems more likely than a virus infection. 

Behcet’s syndrome is indistinguishable except that it 
involves the conjunctive and vagina: oral ulcers may 
precede the other lesions by several years. Recurrent 
herpes tends to die out as the patient gets older: Reiter’s 
disease associates oral ulceration with urethritis and 
conjunctivitis. Oral pemphigus is painless but leaves 
lacy scars, and epidermolysis bullosa is rare. The Stevens- 
Johnson syndrome when fully developed has a generalised 
rash, with ulceration of face, mouth, conjunctive, and 
genitalia; but sometimes the lesions may be less extensive; 
if confined to the mouth, a macular rash develops vesicles 
which in 5-6 hours fuse to form bullz, then burst and 
form serpiginous infected ulcers with a necrotic base and 
a hemorrhagic margin. 
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Dr. T. D. Ketiock (London) discussed cesophageal 
lesions, pointing out that in the “ Plummer-Vinson ” 
Kelly-Patterson) syndrome the anemia seems to cause 
the lesion, whereas in hiatus hernia the lesion causes the 
anemia. In the Kelly-Patterson syndrome complete 
restoration to normal health is unusual (4 of 26 cases), 
the web remaining. Rare cases of ceesophageal web without 
anzmia or dysphagia have been seen, and it may be that 
the web formation is a congenital lesion and not, as 
hitherto thought, a consequence of iron deficiency. How- 
ever, 3 male patients have developed the syndrome 
apparently from chronic bleeding at the suture line of 
a gastroenterostomy, and these may be the heralds of an 
epidemic of this syndrome due in 15 or 20 years as a con- 
sequence of the many gastrectomies performed nowadays. 
Among patients with hiatus hernia, anemia is common 
only in the rolling (55°,) or combined (28%) types. 
Peptic ulceration of the @sophagus is rare, and occurs 
exclusivelyin heterotopic mucosa ; the commonest objective 
finding is anemia. 


In the discussion it was brought out that smooth tips to 
the tongue may be considered normal and that new 
methods of tongue biopsy may help. The absence of a 
control series of housewives without aphthous ulcers was 
criticised and the excellent results of treatment with 
hydrocortisone emphasised. 


The Stomach 

Prof. H. A. MaGnus (London) described the histo- 
pathology of the stomach in pernicious anemia. By the 
time death occurs there is severe atrophy of all coats of 
the stomach, often with replacement of the body mucosa 
by intestinal epithelium and always without any evidence 
of inflammation. However, now that the changes can be 
observed during life by using Wood’s gastric biopsy tube, 
the picture has changed. Only 40°, of patients show com- 
plete atrophy, 35°, show severe atrophic gastritis, 16°, 
atrophic gastritis of less advanced degree, and 9°, severe 
gastritis with atrophy but survival of a variable proportion 
of chief and parietal cells, even after pernicious anemia 
had been present for several years. He concluded that 
there is a progressive inflammatory atrophic gastritis, 
and that this ultimately leads to complete gastric atrophy; 
the inflammation need not be exogenous. Such stomach 
changes are not confined to pernicious anzmia, but if a 
patient with such changes lives long enough he will 
probably develop pernicious anemia. He also thought 
that a genetic nature is suggested by the history of the 
20 cases of the juvenile pernicious anzmia. 

Dr. MarGcot SHINER (London) described Wood’s 
gastric biopsy tube and the intestinal biopsy tube. The 
procedure is not entirely devoid of the risk of hematemesis 
(3°.,) but has never caused anxiety for the patient’s life. 
In the stomach she differentiated between gastric atrophy 
and atrophic gastritis of varying degrees; and in the 
intestine she noted varying degrees of villous atrophy 
with hyperplasia of the glands of Lieberkiihn. Idiopathic 
steatorrheea and cceliac disease display severe villous 
atrophy irreversible on treatment, whereas in tropical 
sprue and most cases of postoperative steatorrhcea the 
villi do regenerate when the patient is effectively treated. 
In pernicious anemia and in iron-deficiency anzmia the 
intestinal mucosa is normal; but stomach mucosa is 
atrophic, or atrophic gastritis is present, in all patients with 
pernicious anemia, in 54°, of those with iron deficiency, 
and in many patients with idiopathic steatorrhea. These 


results seem compatible with the hypothesis that per- 
nicious anemia is the final result of a genetically deter- 
mined progressive atrophy of the chief cells of the 
gastric mucosa, while ccliac disease and idiopathic 
steatorrheea result from an analogous atrophy of the crypt 
cells of the intestinal mucosa. 

Dr. R. O. K. SCHADE (Newcastle) described his tech- 
nique of gastric lavage for the diagnosis of carcinoma of 
the stomach by exfoliative cytology. The best results are 
obtained in early cases because after ulceration the 
cytological details are often obscured by debris. In four 
years, 30 cases were diagnosed by this method when other 
methods failed, and in 13 the tumour was microscopic 
and had not started to invade. Several patients had a 
small carcinoma as well as a peptic ulcer. 

In the discussion the general opinion was that exfolia- 
tive cytology of the stomach seems justified in any 
patient with unexplained gastric disturbances, and that 
although false positives may occur this procedure is the 
only one which can detect early cases of gastric carcinoma. 
The cost of such tests on a large population was considered, 
but Dr. ScHADE thought that it need not be excessive. 


It became clear that the recent work on megaloblastic 
anzmias has left some confusion about the best definition 
of pernicious anemia in modern language. Dr. SHEILA 
CALLENDER (Oxford) said that in cases of pernicious 
anzmia there was evidence that one parent or the other 
had latent or expressed pernicious anemia, and Professor 
MaGNus suggested that the disease be defined as a 
megaloblastic anemia occurring in a subject with a con- 
genital chemical defect causing a progressive gastric lesion 
which normally continues to complete atrophy. 


Investigation of Gastric Secretion 

Dr. K. B. Taytor (Oxford) described the simplest 
indirect methods of measuring gastric secretion—the 
* Diagnex’ tests of gastric acid production, which can 
be done without passing a gastric tube, and the estimation 
of uropepsinogen excretion. 

Neither the quininium nor the azure A_ diagnex 
resins give complete correspondence with the histamine 
test meal. Pyloroduodenal obstruction, syndromes of 
small-intestinal malabsorption and hurry, gastric opera- 
tions, and disease of the urinary tract may affect the 
results, and gastric stimulation with caffeine sodium 
benzoate may be inadequate. Even when these possible 
sources of error have been excluded, false positive and 
negative results occur. The latter are unimportant, 
provided they are always checked by a subsequent 
maximal histamine test meal, but false positives are 
unsatisfactory. In this respect the quininium test is 
better than the azure A, and the positive error is only 5%, 
which makes it a useful screening procedure in clinical 
diagnosis, where a finding of achlorhydria suggests 
pernicious anemia or gastric carcinoma (or both) and 
excludes duodenal ulcer, and a finding of free acid 
excludes pernicious anemia. In research the test is valu- 
able in picking out patients with defective gastric secretion. 

The uropepsinogen test is even easier to, perform, 
requiring only the collection of a twenty-four-hour 
specimen of urine and the estimation of proteolytic 
activity by a comparatively simple method. The levels 
of uropepsinogen in the urine of patients with pernicious 
anzmia are always very low, but similar levels may occa- 
sionally be found in subjects in whom other tests of gastric 
function are normal. Thus the chief usefulness of the 
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test in research is in screening subjects for more detailed 
investigation of gastric function, and in Oxford this has 
proved to be the most satisfactory single test. In clinical 
diagnosis, since a high result excludes pernicious anzmia, 
it has a real value in the investigation of patients who 
have received treatment with vitamin B,, and are no longer 
anzmic, and in whom there are reasons for questioning 
the diagnosis of pernicious anemia. 

Mr. A. W. Kay (Glasgow) gave an entertaining and 
complete account of his augmented histamine test, show- 
ing how he established in this test that maximal histamine 
response occurs, by means of dose-response curves. He 
emphasised the importance of performing the test in a 
standard way, paying particular attention to the time 
factor. The maximal gastric secretory response lasts 
about 30 minutes and is attained 15 minutes after sub- 
cutaneous injection of histamine. There was remark- 
able quantitative correspondence when repeated tests 
were done in the same subject. His experience is that 
most patients who show no change in the pH of the 
gastric contents with his test have pernicious anzmia. 
He believed that the test is of value in determining how 
much of the stomach should be resected in operations for 
peptic ulcer, but he savas dubious of its value in the 
diagnosis of gastric carcinoma. The most interesting 
results he presented were of the effects of antrectomy and 
vagotomy on the secretion of acid by the stomach. Both 
procedures markedly reduce acid secretory response to 
maximal histamine stimulation, though the number of 
parietal cells is unaffected. Finally, Mr. Kay agreed 
with Dr. Taylor that true achlorhydria is uncommon and 
requires further investigation. 


The discussion was opened by Dr. Sikcus, who 
regarded the augmented histamine test as a major 
advance in investigation of gastric function. In Edinburgh 
they have noted that steroid therapy often results in an 
increased response of acid secretion to histamine. Dr. 
AveRY JONES (London) mentioned a patient who had 
hypersecretion of acid and showed no increased response 
to histamine: this was possibly due to a secretory islet- 
cell tumour of the pancreas. Mr. Kay said he had had a 
similar case. Professor WiTTts (Oxford) said that if achlor- 
hydria is found with the histamine test it may be due to 
faulty positioning of the tube, and that fluoroscopic 
control should be done. Other points discussed were the 
action of the antihistaminic drugs when used in the 
augmented histamine test, the observation by several 
observers that in pernicious anemia there may be a small 
rise rather than a fall in the pH of gastric juice on hista- 
mine stimulation, and the value of direct measurements 
of pH in the stomach, using electodes in situ. Mr. Kay’s 
opinion on this last method was that the results are too 
variable to be useful. 


Investigation of Anaemia 

Dr. SHEILA CALLENDER said that estimations of serum- 
iron levels alone are of little value in assessing whether 
a subject is iron-deficient: the iron-binding capacity of 
the serum should be measured as well. In this way, 
iron deficiency can be detected even in the absence of 
anzmia, (the sideropenia sine anemia of Waldenstrém), 
when there is a low serum-iron level with normal or raised 
iron-binding capacity. The value of radioactive iso- 
topes of iron is in assessing absorption, utilisation, and 
turnover of iron. Absorption can be measured by giving 
a test dose of labelled iron (and here the size of the dose is 


important) and measuring the amount excreted in the 
feces; or by giving, contemporaneously, an intravenous 
dose of a second isotope of iron, and measuring the rate 
of disappearance of both oral and intravenous isotope 
from the plasma. In this way a corrected plasma curve for 
the oral isotope can be obtained, from which can be cal- 
culated the amount absorbed from the gut. Dr. Callender 
went on to discuss the use of foodstuffs labelled with 
radioactive iron. Such tests better reproduce normal 
conditions than giving a small dose of inorganic iron to a 
fasting patient. The best test is to give a normal bulk of 
food with the labelled material. In this way it has been 
shown that food iron absorption is reduced after gastrec- 
tomy, and this has cleared up the very important problem 
of postgastrectomy anzmia. 

Tests of absorption have shown that, except in steator- 
rhea and after gastrectomy, the commonest cause of 
chronic iron-deficiency anzmia is blood-loss. A “ pri- 
mary ”’ failure to absorb iron is exceedingly rare. Finally, 
she thought that in-vivo counting of radioactive iron has 
little value, except in the diagnosis of myelosclerosis, 
where counts over some site of high marrow activity, 
such as the sacrum, may be abnormally low. 

Dr. D. L. MoLutn (London) gave an account of his 
experience with serum-vitamin-B,, estimations, and the 
use of vitamin B,, labelled with radioactive cobalt, in 
studies of absorption. The serum-B,, concentration, 
measured microbiologically by the Euglena gracilis 
method, is the best indicator of deficiency. If there is 
deficiency of the vitamin the absorption studies, using the 
fecal excretion test, or the urinary excretion test of 
Schilling, can be done. He presented evidence that in 
subacute combined degeneration of the spinal cord the 
vitamin-B,, concentration in the serum tends to be 
lower than it is in pernicious anemia, and that in the 
former, with marked B,, deficiency, there may be no 
anemia. Patients with anatomical lesions of the small 
bowel, such as strictures and loops, show low levels of 
serum-B,,, mostly in the pernicious-anemia range. 
Absorptiort of the vitamin is impaired and is improved 
only by giving antibiotics orally. When the ileum is 
involved, there is no way of enhancing absorption, since 
this structure is the main site of absorption of vitamin B,». 

Many patients with idiopathic steatorrhoea, sprue, and 
tropical macrocytic anemia have low serum-B,, levels, but 
fail to respond completely to the vitamin and require 
folic acid as well. 

Professor Dacre (London) completed the session by 
describing experiences at Hammersmith Hospital with 
tests of folic-acid clearance and folic-acid absorption. 
Dietary deficiency of folic acid is rare. The types of 
megaloblastic anemia which are benefited by folic acid 
are those associated with idiopathic steatorrhcea, sprue, 
pregnancy, anticonvulsant therapy, leukemia, cirrhosis, 
and kwashiorkor. He went on to give details of the intra- 
venous folic-acid clearance test which seems to be a good 
indicator of folic-acid deficiency. Thus, in steatorrhoea 
with megaloblastic anemia but normal serum-B,, levels 
the rate of fall in concentration of the injected folic 
acid is much higher than normal. In megaloblastic 
anzmia associated with mysoline therapy the fall-off is 
normal, which suggests here that the underlying defect is 
one of utilisation. In pernicious anemia there ‘may or 
may not be concomitant folic-acid deficiency, and the 
test cannot distinguish between it and megaloblastic 
anemia due to folic-acid deficiency alone. Professor 
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Dacie concluded by giving an appraisal of the test of 
folic-acid absorption developed by Dr. Chanarin, which 
depends on measurements of folic-acid concentration in 
the serum after an oral dose, the patient being saturated 
with folic acid previously. 

One of the points raised in the discussion was that 
radioactive iron studies alone are of no value in assessing 
whether splenectomy should be done or not, when there 
is other evidence both of splenic erythropoiesis and red- 
cell destruction. Dr. W. T. Cooke (Birmingham) gave 
his opinion that the rate of disappearance of folic acid 
from the serum after injection should not be interpreted 
in terms of tissue desaturation. Dr. I. CHANARIN (London) 
said that in his experience rapid clearance of folic acid 
occurs only where deficiency may be expected. Professor 
Writs wound up the session by saying that in clinical 
practice estimations of serum-vitamin-B,, are seldom of 
value, because the patient has nearly always been given 
some vitamin B,,; that in anomalous cases labelled vita- 
min-B,, absorption tests may be useful if available; 
and that the application of the folic-acid tests is almost 
wholly a research procedure. 


Steatorrhea 

Dr. W. P. H. SHELDON (London), speaking on cceliac 
disease, said that the more severe it is, the greater is the 
anzmia—usually hypochromic and responding some- 
what indifferently to oral iron. Of 81 patients, 7 (9%) had 
a megaloblastic anemia which responded promptly to folic 
acid. He laid stress on the importance of Dr. Shiner’s 
biopsy findings and the need for further data. The chief 
advance in knowledge, however, has been the discovery of 
the effect of gluten. A gluten-free diet is not particularly 
palatable to the child; so the taste of wheat products 
should be retained by using gluten-free wheat starch. 
Gluten is broken down into gliadin and glutamine, and the 
noxious agent is in the gliadin, but tryptic digestion to 
peptides does not remove it. Digestion with hog’s stomach 
does. The actual substance seems likely to be a peptide- 
glutamine complex which may well act directly on the 
organs rather than only on digestion—e.g., on mental 
processes and on growth. The rate of growth increase 
when a child returns to a normal gluten-containing diet 
will show whether he has acquired tolerance for gluten. 
Of 95 patients treated for eighteen months or more on a 
gluten-free diet, 72 continued normal growth when 
reverting to gluten; 11 relapsed, with full symptoms; and 
12 showed intolerance only by slowing of growth. 

Dr. W. T. Cooke (Birmingham) would discourage the 
use of such terms as malabsorption syndrome, sprue, and 
jejunoileal insufficiency, because the various clinical states 
associated with disturbances of the small intestine are 
taking on distinctive patterns, some with features not 
necessarily due to malabsorption but rather to mal- 
utilisation. Moreover, the term adult cceliac disease might 
be used to denote idiopathic steatorrhoea (with its implica- 
tion that steatorrhcea is the most important factor), or 
non-tropical sprue (with its implied etiological association 
with tropical sprue). It is justifiable to regard tropical 
sprue, with its different response to treatment, biopsy 
findings, folic-acid metabolism, and prognosis, as a specific 
clinical entity. In all but the occasional patient three 
investigations are needed for a diagnosis of steatorrhcea. 
In patients taking a normal mixed diet, a daily fat content 
of more than 6 g. in stools collected for three to six 
days can be considered abnormal. Careful radiological 
examination, with either flocculating or non-flocculating 


barium, is essential; for only by this method can many 
patients with apparently similar clinical symptoms be 
differentiated. Thirdly, complete hematological investiga- 
tion is required. A persistently normal blood-count is 
strong evidence against adult coeliac disease. Patients with 
steatorrhcea due to pancreatic lesions rarely have anemia 
unless they are also malnourished. The anemia of adult 
ceeliac disease is due to iron, vitamin-B,,, or folic-acid 
deficiency, either separately or combined. Upsets in 
folic-acid metabolism are important. Low serum-B,, 
levels are found in rather more than half the patients. In 
regional ileitis, 42 patients out of 80 had low serum-B,,, 
and the impaired absorption could almost always be 
restored by steroid therapy. The finding of 12 megalo- 
blastic anezmias in 130 patients with regional ileitis again 
emphasised the importance of radiology. Among the 
laboratory examinations, glucose-tolerance tests and 
carotene and vitamin-A tests give little help, but the 
xylose-tolerance test appears useful in separating the 
patients with adult coeliac disease from the other disorders. 
Jejunitis, with its tendency to resolve, may simulate adult 
celiac disease, since absorption of folie-acid in the 
jejunum may be grossly deficient. Three more recent 
investigational techniques— intestinal biopsy, the folic- 
acid excretion test of Girdwood, and the response to 
gluten-free diets—make it evident that adult coeliac disease 
is a distinct clinical entity. It is probably a familial 
constitutional enzymatic defect, embracing the pteroyl- 
glutamate complexes, though whether it is sited in the 
intestinal cell or in the liver is not evident. 

Dr. J. BADENOCH (Oxford), after reviewing earlier obser- 
vations on the anemias associated with stricture and blind 
loops, described his own work on the intestinal diverticula. 
He laid stress on the occurrence of diarrhoea, though 
only half the patients had steatorrhea. Some patients 
will present with anemia indistinguishable from pernicious 
anemia and be so treated. The necessary radiological 
studies are sometimes difficult because the barium does 
not enter the narrow-necked diverticula. Surgical treat- 
ment is unsatisfactory and it is better and safer to treat 
these patients by medical means. Vitamin-B,, should be 
given monthly, and daily supplements of calcium gluconate 
15-20 g., folic acid, and vitamins. In the acutely ill 
patient, broad-spectrum antibiotics should be adminis- 
tered, but Dr. Badenoch did not favour their continued 
administration. Prednisone may also bring about remission. 

In the discussion, Professor A. W. WoopruFF spoke 
of the difference in prognosis between tropical sprue and 
the disorders occurring in temperate climates. Dr. 
CALLENDER reported dramatic increase in iron absorption 
in coeliac disease treated with prednisone; and in a child 
the initiation of gluten-free diet increased the absorption 
from 2% to 40%. Dr. A. Doric (Edinburgh) recalled 
Girdwood’s demonstration that bacteria from intestinal 
diverticula will take up vitamin B,, but actively produce 
folic acid. 

Dr. P. B. B. GATENBY (Dublin) said that, in reports on 
the treatment of iron deficiency, ferrous sulphate, ferrous 
gluconate, and ferrous succinate had all apparently 
induced much the same rate of hemoglobin synthesis; 
but intolerance—possibly due to a higher dosage—was 
much commoner with ferrous sulphate. Among 4000 
pregnant women he found 350 with a hemoglobin below 
10 g. per 100 ml. Of these, 300 could take ferrous sulphate 
with good results. Of the 50 who were intolerant, 20 
did not benefit from other oral iron preparations and 
needed parenteral administration. In late pregnancy the 
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rate of hemoglobin regeneration is much the same whether 
intravenous or intramuscular iron preparations are used; 
but on the whole ‘ Imferon’ is the treatment of choice. 
The indications for parenteral therapy are gastric intoler- 
ance, gastrointestinal disease (such as ulcerative colitis), 
certain types of steatorrhcoea, rheumatoid arthritis, late 
pregnancy, and possibly for the replenishment of iron 
stores in recurrent anzmia. 

Prof. L. J. Davis (Glasgow), whose paper was read in 
his absence, had reviewed 374 megaloblastic anzmias 
under his care in 1948-51. Of these 315 had pernicious 
anzmia: the other diagnoses were malabsorption states 
(20), pernicious anemia in pregnancy (16), nutritional 
deficiency (5), and anticonvulsant therapy (1), leaving 17 
undetermined. Of 73 patients treated with vitamin B,, 
by mouth combined with intrinsic factor, 20 relapsed. He 
concluded that oral preparations are unsatisfactory and 
that regular parenteral therapy with B,, is best. He recom- 
mended 1000 ug. followed by 250 ug. weekly until blood- 
levels are normal, and therafter monthly. 105 patients 
were treated with single doses of 1000 ug. every three 
months, but by the end of this period their serum-B,, 
was approaching abnormally low levels. He emphasised 
the dangers of folic acid in these patients and described 
the blunderbuss therapy sometimes advocated. 

Dr. C. F. HAWKINS (Birmingham), speaking of steator- 
rhea, referred to the difficulty of assessing results of treat- 
ment in a condition which can show such dramatic and 
unexpected remissions. With the usual restriction of fat, 
and a high-protein diet, at least 70°, can expect to be 
well enough to do their work satisfactorily. Steroid 
therapy brings temporary improvement, but relapse is 
likely when it is discontinued. In conjunction with 
Dr. J. M. French, he has obtained clinical cure in 16 out of 
22 patients. Often this effect was quickly manifest, though 
it could take months. Most striking was the effect on 
the incapacitating weakness and lassitude. In all patients 
the blood-picture became essentially normal without any 
other therapy. He ascribed failure of a gluten-free diet 
to four causes—the wrong diagnosis, insufficient time, 
incomplete diet, and unknown reasons. As to these last, 
intestinal allergy might possibly explain the radiological 
pictures; a folic-acid deficiency might be present; or 
there might be an upset of glutamine-peptide complex. 

In the discussion, Dr. DIiscoMBE wondered whether it 
was necessary to aim at a 1:2% increase of hemoglobin 
per day when half this is sufficient. He gave 65 mg. 
elemental iron (one tablet) daily for six months to blood- 
donors who were anemic. Their hemoglobin was 
restored to normal in three months and he had no diffi- 
culties with intolerance. 

Alimentary Bleeding 

Dr. GEORGE DiIscoMBE (London) discussed tests for 
occult blood in the feces. Benzidine has caused bladder 
cancer in those engaged in its manufacture and will 
therefore become a “ museum piece ’’. Its place can be 
taken by orthotolidine, which gives better results. Dr. 
Discombe has found both ‘ Occultest’ and ‘ Hemtest’ 
tablets satisfactory. The former is much more sensitive, 
and he favours a sensitive test for occult blood. Those 
with a positive result can then be carefully examined 
with dietary and medicinal precautions. He felt that the 
number of false positive results from the peroxidase in 
the stools had been exaggerated, but to ensure accurate 
results it is mecessary to render oxidising enzymes 
inactive. In the Harrison benzidine test this has been 
achieved by boiling, which has always been the most 


troublesome feature of the test. Treatment of the stools 
with 1°, sodium azide (a poison) provides an alternative 
and easier way of inactivating peroxidase. Dr. Discombe 
then described some promising but provisional results of 
testing for occult blood with orthotolidine after preliminary 
treatment of the stools with sodium azide. If these 
results are confirmed, a test will be available whereby it 
will be easy to test for occult blood in the side-room— 
“* safer, cleaner, quicker and cheaper ”’ than testing in the 
laboratory. 

Professor WITTS, speaking on anzmia after gastric 
operations, estimated that since 1948 some 100,000 
persons in England and Wales must have undergone 
a partial gastrectomy. As iron-deficiency anemia almost 
inevitably follows this operation, the problem must be 
a considerable one. The importance of bleeding in the 
etiology of such anemia is disputed. It may be episodic, 
and a sudden fall in the hemoglobin after operation should 
suggest blood-loss. But the main mechanism seems to be 
a failure in the absorption of iron. Though partial 
gastrectomy reduces the size of the stomach and the 
amount of hydrochloric acid it secretes, experiment has 
shown that there is no defect in the absorption of organic 
and inorganic iron (given on an empty stomach). The 
diminished absorption seems to be due to the impaired 
function of the stomach as a “ hopper ” for holding iron 
and food while the iron is converted from the ferrous to 
ferric state and absorbed. Another contributing factor 
is the reduction in the amount of food which people take 
after gastrectomy. Any gastrectomy will reduce the area 
secreting intrinsic factor, and after partial gastrectomy 
such persons tend to have a low level of serum-B,,— 
though (in those cases with a macrocytic anzmia) not 
quite so low as in true pernicious anemia. 

In iron-deficiency anemia after partial gastrectomy, 
parenteral iron is often the treatment of choice. If iron 
is given by mouth, it should not be given in tablet form; 
for the tablets may be irritating and may hurtle through 
the stomach. 

Pernicious anzmia is inevitable after a total gastrectomy, 
but relatively few cases are seen, because (1) resections are 
very seldom absolutely complete and (2) others are often 
treated with vitamin B,, from the time of operation. 
B,, should be given in all these cases, supplemented 
with iron, though iron deficiency is not such a special 
problem in these cases as after subtotal gastrectomy. If 
there is no response to B,, and iron, the possibility of 
a blind-loop syndrome should be considered. 

Dr. AVERY JONES reviewed the problem of unexplained 
hemorrhage from experience of 2526 cases of alimentary 
hemorrhage admitted to the Central Middlesex 
Hospital in 1941-47. He emphasised the importance 
of what he termed the “ acute lesion group ” as a cause 
which will be missed unless early gastroscopy is carried 
out. This group accounted for nearly a third of those in 
his series. The lesion is usually an acute ulcer but 
occasionally a gastrostaxis may be found—not infrequently 
around a stoma. Acute ulcers most often occur on the 
posterior wall or the lesser curvature; they have an equal 
sex incidence, but in men appear more likely to become 
chronic. With early gastroscopy and a careful search for 
general medical causes of alimentary hemorrhage, he was 
able to explain the cause of the hemorrhage in half 
the cases in the X-ray-negative group. But he emphasised 
the importance of following-up this group; for he has 
later been able to show a lesion in 24% of these cases— 
usually a peptic ulcer but even some new growths. 
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An exhaustive list of the causes of alimentary hemor- 
rhage included food allergy: a fellow of the college has a 
hzmatemesis each time he eats onions. The Mallory- 
Weiss syndrome can be diagnosed by a history of vomiting, 
from whatever cause, followed by the vomiting of bright 
red blood from splitting of the longitudinal fibres of the 
lower esophagus. Among other disorders, von Wille- 
brand’s disease should be considered as a possible cause of 
recurrent bleeding, and pseudoxanthonum elasticum is a 
rare possibility. Aspirin plays a significant role in bleed- 
ing, not only by producing an acute lesion but also in 
provoking a chronic ulcer to bleed. It may also be found 
to be the cause of unexplained cases of recurrent anemia. 

In reply to a question by Professor Witts, Dr. AVERY 
JONES gave advice on what to do about the difficult case 
of recurrent alimentary hemorrhage for which no cause 
can be found after careful investigation. He advised a 
laparotomy at the time of bleeding. 


PXDIATRIC SURGERY 


A STRIKING feature of the meeting of the British 
Association of Pediatric Surgeons held in London last 
week under the presidency of Miss ISABELLA FORSHALL 
was its cosmopolitan character.. This was particularly 
evident at the dinner in the Apothecaries Hall, when brief 
speeches were made by representatives of many European 
countries, as well as Japan, Australia, and the United 
States.' Several countries were able to report growing 
recognition of the importance of pediatric surgery, and 
the recent appointment of Mr. A. W. Wilkinson to the 
newly created chair of pediatric surgery in London was 
evidence to those from abroad that such recognition is not 
lacking in this country. 


Respiratory Emergencies 


For his Moynihan lecture at the Royal College of 
Surgeons Dr. W1LLis Potts (Chicago) chose the subject of 
Respiratory Emergencies in the Newborn. In some 
infants, he said, the emergency is recognisable as such 
and the urgency of treatment is unassailable. Among 
this group he described cases of tension pneumothorax or 
tension cyst where a child’s life can be saved by aspirating 
50 c.cm. of air from the chest and having the needle and 
syringe ready for a further aspiration should this be 
necessary before definitive treatment can be established. 
Another condition in which the urgency is sometimes over- 
looked is congenital diaphragmatic hernia. The amount 
of bowel in the chest may not be sufficient to cause serious 
distress at first, but any sudden increase in intra-abdominal 
tension can force more bowel into the chest, and kill the 
child in next to no time. The one special examination 
which is likely to help more than any other is a good 
upright anteroposterior and lateral X-ray film of the 
chest, and the emphasis in this sentence is on the two words 
“upright ” and “‘ good”’. A horizontal radiograph is far 
less useful, and a poor radiograph may make it impossible 
to distinguish between cases in which major surgery is 
1. After Sir James PATERSON Ross had replied for the Guests, the 

following spoke informally: Dr. YANAGISAWA (Tokio), Prof. 
Fritz ReHBEIN (Bremen), Dr. Hartt (Linz, Austria), Dr. 
WANDA Porapowska (Warsaw), Dr. KarKa (Yugoslavia), Dr. 
MAzaL (Brno, Czechoslovakia), Dr. Wittis Potts (Chicago), 
Pror. A. J. CraiG (Malta), Dr. Matt1 SuLAMAA (Helsinki), 
Dr. Petterson (Géteborg, Sweden), Dr. JuAN LESTACHE 
Madrid), Professor Soave (Genoa, Italy), Mr. Russet. Howarp 
Melbourne, Australia), Prof. Max Gros Ziirich, Switzerland), 
Dr. AKKary (Alexandria, Egypt), Dr. D. Vervat (Rotterdam, 
Holland), Dr. Wrinxet-SmitH (Copenhagen, Denmark), Dr. 
N. TZEMAILAS (Athens, Greece). 


essential and others where less radical measures may suffice. 

The preoperative and postoperative management of the 
newborn in respiratory distress is going to depend very 
much on the quality of the resident medical staff and the 
nursing staff, and Dr. Potts drew attention to the impor- 
tance of having an emergency tray with endotracheal 
tubes, fine plastic suction tubes, and above all a laryngo- 
scope in every ward in which these infants are cared 
for. Such apparatus is useless unless the medical staff who 
are first called to the child by the ward sister are adept at 
laryngoscopy and the insertion of an endotracheal tube 
in infants. Every resident in a department dealing with 
surgical problems in infancy should know how to handle 
this instrument. 

Meningoceles 

If the Moynihan lecture by Dr. Potts was directed 
mainly to management of conditions endangering life, 
several papers were concerned with the rehabilitation of 
infants suffering from spina bifida and its complications. 
How often a mother brings a child to the outpatient clinic 
at the age of 3 or 4 years with a large meningocele, 
hydrocephalus, deformed legs, and an irffected dilated 
urinary tract, with the story that the doctor told her that 
the baby would die before 9 months of age, or that the 
welfare clinic assured her that she would not rear him 
above 2 years of age! In his review of spina bifida cystica 
Dr. K. M. LAURENCE drew attention to the large number 
of cases who are certainly alive at 8 years of age and may 
well live very much longer. This should bring to all those 
who meet this serious incapacitating condition the 
realisation that they should help these children as much 
as possible. The meningoceles can be dealt with in the 
neonatal period, and there is something to be said for this 
instead of leaving them until 18 months or 2 years of age 
as advocated by Ingraham and Motson. True, the child 
may develop hydrocephalus ; but, thanks to the pioneering 
work of Spitz in Philadelphia there is a good chance of 
controlling this condition and allowing brain development 
to take place. The technique of inserting a Spitz-Holter 
valve was demonstrated at the meeting, and this procedure 
is now done in three or four centres in this country. 

Two aspects of myelomeningocele which are usually 
neglected are the problems of the bladder, and the 
problems of the lower limbs. Mr. D. F. ELLISON NAsH 
has put forward suggestions for the management of these 
babies, and there is little doubt that attention should be 
paid to the bladder at the earliest possible moment so as 
to prevent the infection of residual urine. He described 
his technique for plication of the urethra, which has some 
place in bladder control in these serious cases. 

Mr. W. J. W. SHARRARD propounded some stimulating 
views on the dislocation of the hip which so often accom- 
panies myelomeningocele. He had come to the conclusion 
that this was essentially a paralytic dislocation, since the 
muscles which were paralysed were exactly the same as 
those which are paralysed when dislocation of the hip 
complicates poliomyelitis. 

The management of this dislocation must therefore be 
based on principles differing from the management of the 
ordinary congenital dislocation of the hip, and Mr. 
Sharrard was able to demonstrate that a well-thought-out 
and long-term plan of treatment would give some of these 
infants the chance of standing upright and walking. 


Csophageal Atresia 
In his Simpson-Smith lecture, delivered at the Hospital 
for Sick Children, Great Ormond Street, Dr. WILLIS 
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Potts discussed the factors which had contributed to the 
gradual lowering of mortality in the treatment of cso- 
phageal atresia in his unit so that the recent figures 
showed that three out of four patients were surviving. In 
his large series of 148 cases, Dr. Potts was able to pick 
out a number of factors which he thought had contri- 
buted to the improving results. 

The following morning, Prof. Fritz REHBEIN (Bremen) 
discussed the complications in the treatment of cesophageal 
atresia and Mr. R. B. ZAcHary (Sheffield) presented two 
cases of complete absence of the cesophagotracheal sep- 
tum. During the discussion on these cases, and on Dr. 
Potts’ lecture, the discussion centred round many aspects 
of the treatment of cesophageal atresia including the choice 
of transpleural or retropleural approach, the routine use 
of a fine polyethylene cannula through the nose and down 
the cesophagus into the stomach for feeding purposes, 
and the problems connected with anesthesia. 


SARCOIDOSIS 


AN international symposium on sarcoidosis, arranged 
by the British Postgraduate Medical Federation, was held 
in London from June 30 to July 2. 

Dr. L. Sm-tzBacH (New York) felt that a definition of 
sarcoidosis should include the following reference to the 
Kveim test: 

“The intracutaneous Nickerson-Kveim test employing a 
sarcoid tissue suspension of known activity and specificity is 
microscopically positive in a majority of instances among 
patients with florid lesions. The test is of value in the absence 
of other tissue biopsy confirmation of the diagnosis or when 
clinical and histological findings conflict.” 

Dr. J. G. SCADDING restricted himself to a morbid- 
anatomical definition to include the tissues most fre- 
quently involved and the histological changes observed 
in those tissues. Dr. A. D. THOMSON pointed out that a 
pathologist could only report that the histological changes 
were consistent with the diagnosis of sarcoidosis, for 
sarcoid tissue was a non-specific response to a variety 
of agents. Dr. O. REFVEM (Oslo) enumerated several 
chemical, infective, and neoplastic processes known to 
provoke these local sarcoid-tissue reactions. In reviewing 
the vexed problem of ztiology, Dr. J. TurtaF (Paris) 
opposed the view that sarcoidosis was related to 
tuberculosis. 

Epidemiology of the disease in Great Britain has so 
far been unrewarding, but Dr. J. CHAPMAN (Dallas, 
Texas) surveyed its global distribution. Dr. M. 
CUMMINGS (Washington) provided interesting data based 
on its prevalence in the South-Eastern region of the 
United States. He and his coworkers have long been 
aware that forested areas might provide some clue. More 
recently they have observed that pine pollen has certain 
chemical similarities to the tubercle bacillus, including 
acid-fast staining properties. A pine-pollen extract 
provoked delayed-type (tuberculin-type) skin-test re- 
actions in half of a group of patients with sarcoidosis, 
and it also produced local tuberculoid granulomas in 
animals. Further immunochemical and epidemiological 
investigations are in progress to definite the substance 
and its possible role in the disease. Dr. W. G. StRaw- 
BRIDGE (Cardiff) drew attention to a long-chain fatty acid 
which he had uncovered in sarcoid tissue. Interesting 
and important work remains to be done to define the 
relationship of this substance to Dr. Cummings’ pine- 
pollen extract, and their possible identity with the active 
fractions of Kveim antigen. 


Dr. W. J. Wr_iiaMs (Cardiff) outlined his painstaking 
endeavours to identify the chemical composition of the 
inclusion bodies in beryllium disease and concluded that 
it was probably calcium carbonate. Dr. I. B. SNEDDON 
(Sheffield) related his experience of a beryllium skin- 
patch test. It was similar to the Kveim test in that a 
sarcoid granuloma appeared, within a month, at the site 
of application of beryllium; it was specific for berylliosis. 

Prof. C. E. DENT emphasised the value of an oral 
cortisone test for differentiating hypercalcemia due to 
sarcoidosis from that due to a parathyroid tumour in the 
occasional difficult problem case. Whereas cortisone 
did not influence the serum-calcium level in the presence 
of a parathyroid tumour, it produced increased fecal 
excretion and a fall to normal of the serum-calcium level 
in sarcoidosis. 

Dr. S. LOrGreNn (Stockholm), who pioneered the view 
that erythema nodosum and bilateral hilar lymphadeno- 
pathy are early manifestations of sarcoidosis, described 
his experience of this syndrome in Sweden and also the 
results of renal biopsies in patients with hypercalcemia 
due to sarcoidosis. In his experience, serum-uric-acid 
levels were higher in patients with sarcoidosis than in 
those with tuberculosis or in other control subjects. 
Galciferol provoked elevation of serum-uric-acid as well 
as serum-calcium levels. 

Dr. H. LunpsBAck (Stockholm) had studied sarcoid 
tissue in culture and illustrated his communication with 
beautiful photomicrographs. Dr. CUMMINGS drew atten- 
tion to similar studies by his colleague, Dr. H. Bernton. 
It was hoped that such studies would yield ztiological 
information or alternatively provide a system for repro- 
ducible immunological experiments. 

Dr. C.uiFFoRD Hoye based his prognosis of the 
various manifestations of the disease on the course which 
he had personally followed for many years in a large 
series of patients. He emphasised the high rate of spon- 
taneous clearing of bilateral hilar lymphadenopathy. 
Dr. M. Sones (Philadephia) had followed the course of 
200 patients for twenty years. There was a mortality- 
rate of about 10%, mainly from pulmonary heart-disease. 

Dr. H. Israet (Philadelphia), who had collaborated 
with Dr. Sones in this long-term follow-up, felt that the 
pattern of disease in their Coloured patients was basically 
similar to that observed in White Europeans. One 
notable difference was the comparative rarity of erythema 
nodosum in America. 

Dr. D. G. JAMES outlined the indications for cortico- 
steroid therapy in sarcoidosis, stressing eye disease, dis- 
figuring skin lesions, hypercalcemia, and a worsening 
chest radiograph as the most important. Yardsticks for 
measuring the response were clinical, histological, and 
radiological. Steroids were the only drugs which favour- 
ably influenced all three. By these criteria, triamcino- 
lone was proving just as effective as prednisolone, and a 
new drug SQ 9727 (Squibb) showed equal promise. 
Mr. R. P. Crick emphasised the value of early cortico- 
steroid therapy for the ocular lesions. Dr. INGRID GILG 
(Copenhagen) claimed good results from the use of calci- 
ferol in patients with cutaneous sarcoidosis attending the 
Finsen Institute. Prof. K. WuRM (Freiberg) had observed 
spontaneous improvement in 16 of 18 pregnant patients. 
He had never seen deterioration during pregnancy, 
although some relapses had occurred after parturition. 

During the conference, Dr. K. CriTRON and Dr. 
Scadding exhibited the results of their investigations 
of immunological responses in sarcoidosis. 
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A Running Commentary by Peripatetic Correspondents 





More excitement in Cockaignshire, where Dr. X. has again 
been hauled before the Executive Committee on a charge of 
over-prescribing. It seems he was called to a gipsy girl who 
lived on a barge which, said Dr. X., like a burnish’d throne, 
burn’d on the water; the poop was beaten gold, purple the sails, 
and so perfumed that the winds were love-sick ... (Here the 
Chairman over-ruled Mr. Crumb, the Ministr? of Health’s 
representative, who remarked that according to his notes, the 
winds were N.N.E. and blowing a half-gale.) His patient, 
resumed Dr. X., had been advised that if her nose had been 
shorter, the whole history of the world would have been differ- 
ent, and she now requested a plastic operation on the N.H.S. 
in a gallant attempt to improve the situation before it was too 
late. She agreed with the doctor that she had rather left things 
until the last moment, but said she had been convalescing from 
a nasty asp-bite. 

The nobility of this amende honorable by a beautiful refugee 
of royal blood had so moved him (declared Dr. X.) that he had 
unhesitatingly continued the treatment ordered by the lady’s 
previous doctors, viz: 

R_ Orient pearls ii 

Vini ad & 4 

F. Sol., Sig. & $ tds., pc. ‘ 
Unfortunately the only solvent for Orient pearls, apart from 
battery-acid, appeared to be ‘ Zippo’ vitaminised port-type 
tonic wine. This fluid, he claimed, should therefore be regarded 
in this case as a medicine. How could he, he asked (opening 
the door to admit two workmen carrying a roll of carpet), how 
could he disappoint this brave little woman? Her offer was sub- 
lime, a veritable widow’s mite, and she had insisted in attending 
there today although her poverty was such that, as they 
would see, she had literally nothing to wear except the carpet 
she was rolled up in. This revelation disturbed the committee 
considerably. 

Mr. Crumb, on behalf of the Ministry, said that the female 
nevertheless appeared to be adequately nourished and could he 
assume that the figures 36-24-36 he had just been given were 
her N.H.I. number? Dr. X. (said Mr. Crumb) had referred 
them to Herodotus, Plutarch, and certain insolvent Elizabethan 
playwrights, but what were they compared with Statutory 
Instrument 1234 M.H., E.C.S. (M.) 44/36/48? Also (continued 
Mr. Crumb) the cost to the country of Dr. X’s prescription 
was £1200 for one week’s course of Orient pearls, plus 3s. 9d. 
for the zippo tonic wine. Admittedly there was 2d. back on the 
bottle, and the Ministry would never condone any N.H.S. 
patient being deprived of any necessary medicament, no mat- 
ter how costly, but he had been advised that nitric acid (fum- 
ing) was quite as effective a pearl-solvent as zippo, and was 
equally palatable. The prescription of zippo in this case was 
extravagance and he asked that 3s. 9d. be deducted from Dr. 
X’s next cheque; and, while again emphasising that the Min- 
istry would never condone, &c., &c., he recommended that 
Dr. X. be also fined £1200 for over-prescribing. 


A little charm, she maintained, is worth a lot of knowledge, 
even in examinations. At the sight of her the most hardened 
and cantankerous patient would announce that the lump in his 
neck was a carcinoma of thyroid treated with radio-iodine, or 
that he had fibrosis of the left upper lobe, “‘ and don’t forget to 
say I have deviation of the trachea.”” The ladies were equally 
obliging and whispered words of encouragement and helpful 
information. “‘ The tall one always asks about me big toe, and 
*e wants yer to say ‘ Gout, which is rare in a woman of this age.’ 
I’m not supposed to say, but I like your face.” 

But the fortune in her face was not infallible. The last 
examination she ever intended to take arrived before her social 
engagements had allowed her time to read the section entitled 
Neurology. In spite of appealing glances and powerful silent 


prayers she was led past a coughing patient whom she had met 
in a previous examination and whose acquaintance she would 
have been delighted to renew, and was left with an unpromising 
character who was obviously neurological. Her opening gambit, 
a bright “ What’s the matter with you ?” received the sullen 
reply “ That’s your guess”. A few ineffective taps with a 
patella hammer and a jab or two with a pin brought into her 
mind, as though by divine inspiration, the word syringo- 
myelia, a condition which she had heard was common in 
examinations but about which she knew nothing. 

“Have you got syringomyelia ?” 

“ That’s your guess.” 

It was hopeless, and time was passing. She looked round. 
The examiner was out of earshot. She jabbed again with the 
pin and said fiercely: “‘ I don’t believe you have syringomyelia. 
I think you have syphilis.” 

This provoked the desired response. The patient, in high 
dudgeon, announced that he most certainly had not got syphilis, 
and that he had syringomyelia, which he could prove because 
he had dissociated anzsthesia on both sides of the body, &c., 
&c. He knew all the answers, and so, at the end of five minutes, 
did she. 

She presented the case flawlessly. But rough justice was done. 
The examiner, equally impervious to her undoubted charms, 
while agreeing with her diagnosis and physical signs, felt 
unable to pass her because of her complete inability to describe 
any form of syphilis that might be considered as a differential 
diagnosis. 

. * * 

In appearance and habits we are in no way remarkable, and 
it has been our ambition to proceed inoffensively through life, 
breathing quietly through our nose and causing as little fuss 
as possible. But recent events have conspired to present us to 
the world as a wrecker, a vandal, a despoiler of other men’s 
property. We are having Plastic Trouble. 

The first manifestation of our Trouble occurred while we 
were on holiday in Devon. We were sitting comfortably one 
morning on the black plastic seat, placidly admiring the black 
bath and the lurid murals of orange flames, when we were 
startled to hear a sharp crack and to have our equilibrium 
momentarily disturbed. When we looked, what should we 
find but a comminuted fracture of the left posterior quadrant 
of the seat. They were very pleasant about it, but we said no, 
it was entirely our fault, and we must insist on paying (thirty- 
five bob it cost us, too). 

The second manifestation was a couple of months ago, while 
we were visiting a friend of ours in the pathology department. 
A nice white job it was, but white or black is all the same to 
our Trouble, so long as it is plastic, and crack it went just like 
the first. On this occasion we were slightly less inclined to 
take an altruistic stand on the matter of payment, but for- 
tunately our friend made little of the occurrence, and we wrote 
it off to departmental maintenance. 

The third attack took place last week, in the newly opened 
establishment in connection with our hospital library. This 
time we did not hesitate. As soon as we heard the now familiar 
crack we made haste to sneak out as unobtrusively as possible, 
leaving our senior assistant surgeon, the only other occupant 
of the library, to take the blame. 

We find all this very disturbing, and the thought that at any 
time we must expect to hear the short sharp report marking 
the end of number four is imterfering with our sleep. We had 
no difficulties of this kind in our youth. We remember a large 
wooden throne on which we were wont to spend many happy 
hours singing to the illustrated papers which were stored in 
lockers on each side of the business portion of the machine. 
At school the seats were made of inch-thick timber, and in 
later years we had occasion to patronise a cold stone contraption 
in a Scottish castle. A man could relax, without fear of personal 
injury or financial embarrassment, when seats were solid 
affairs made of natural material and not flimsy wafer-like 
contrivances whipped up out of coal and air and casein. 
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Letters to the Editor 





CHILDREN IN HOSPITAL 

Sir,—I am so fully in agreement with your leading 
article last week, “‘ What Hospitals for Children ? ’’, that 
on reading it I felt as if I had written it myself. Your 
recommendations, and those of Professor Illingworth 
for the care of children in hospital, are nearly all standard 
practice at Queen Mary’s, a general children’s hospital of 
550 beds of which I have been physician-superintendent 
since 1953, and we could indeed add to these recommen- 
dations from our experience here. I am also well aware 
from personal experience of the difficulty of working to 
these high standards for children in a small children’s 
ward of a general hospital, or in a purely long-stay 
children’s hospital. 

While your editorial was in the press, we were informed 
by the South West Metropolitan Regional Hospital Board, 
out of the blue and without consultation, that they pro- 
posed to close Queen Mary’s Hospital for Children, 
Carshalton, Surrey, within the next few months, and to 
use the building for another purpose for which they have 
been unable to secure arr allocation of capital from the 
Ministry of Health. 

Before my appointment five years ago I was assured 
that it was the regional board’s intention to develop 
Queen Mary’s fully as a general children’s hospital. Since 
then great strides have been made, and the hospital is 
now fully staffed and equipped to deal with all types of 
case at all ages from 0 to 16. Queen Mary’s has at present 
550 beds, with a further 150 in reserve. Although more 
than half the beds are occupied by long-stay cases, 82°, 
of the children discharged have been in hospital for less 
than two months. 

The board have always worried about the financial 
implications of Queen Mary’s being filled to less than 
capacity, but they have never shown any serious interest 
in, or appreciation of, the fundamental problem of child- 
ren’s bed distribution with which your editorial deals. 

There is no member of the board or of the board’s 
staff who is competent to advise the board on matters of 
pediatric planning. There is no pediatric adviser. There 
is no pediatric committee. When a year or two ago I 
asked if the board would consider seeking expert advice 
on certain of their pediatric problems, the Chairman’s 
answer was “ No ’’. It seems most unlikely therefore that 
the board have on this occasion been expertly advised 
before concurring with the Ministry’s suggestion of aban- 
doning, for the sake of temporary financial convenience, 
the largest general children’s hospital in southern England. 
I very much doubt whether the Ministry themselves took 
expert advice before pressing this recommendation, with 
financial strings attached, on the regional board. 

I am not one of those who think that it is the board’s 
policy to abandon children’s hospitals in favour of small 
children’s wards in general hospitals. I would make a 
graver charge. It is that neither the board nor the Ministry 
of Health have any policy at all on the subject, and do not 
consider the question of very great importance. This is 
certainly the impression which I have gained after five 
years as physician-superintendent of the board’s only 
large children’s hospital. 

I have long made plain to the board my view that if they 
decided to close small children’s wards in general hospitals 
near Queen Mary’s, to close children’s fever beds, and to pro- 
hibit wherever possible the treatment of children in adult 


wards, the continuation of Queen Mary’s as a 550—700-bedded 
children’s hospital would be justified in even cold financial 
terms: and you have already cogently argued in your editorial 
how much this would mean in terms of improvement of the 
service given to the children concerned. I do not think that 
the regional board have taken any serious steps to obtain the 
facts and figures on which alone an accurate assessment of this 
possibility could be made. This is, in any case, only the most 
obvious of several ways in which the continuity of the work of 
this great children’s hospital (which deals with 4300 inpatients, 
11,500 outpatients, and 2400 surgical operations per annum) 
could be secured. There is not the space here to refer to the 
implications of this policy on the training of general nurses, 
which, however, I have recently discussed elsewhere.* 

This decision does not of course affect Queen Mary’s alone. 
It is a direct threat to the continuation of the Register of Sick 
Children’s Nurses (Queen Mary’s Nursing Training School 
provides 15% of the annual entry to this register), it would 
constitute a strong precedent for a reversal of the policy which 
you advocate in your editorial, and it would make it impossible 
for the education authority to implement the Minister of Edu- 
cation’s recent recommendation about education in hospitals, 
for most of the children in the South West Metropolitan area. 

I find it hard to believe that the Ministry and regional 
board realise just what it is that they are proposing to 
throw overboard. In its combination of acute medical 
and surgical services with all the special provision neces- 
sary in special units for the treatment of poliomyelitis, 
rheumatism, cerebral palsy, muscular dystrophy, and 
fevers, and with its hospital school staffed by 40 general 
and specialist teachers, Queen Mary’s provides a better 
cross-section of pediatric care than is available anywhere 
else in the country. This is well recognised by the matrons 
who subsequently employ nurses trained at Queen Mary’s, 
by the medical schools of Guy’s and St. Thomas’s Hos- 
pitals, whose one week of residence for an intensive course 
at Queen Mary’s is recognised as important, and is highly 
valued by the students; and by the Surrey Education 
Authority who well recognise that it is only in a combined 
acute and long-stay hospital of this kind that they can 
efficiently give the services which are expected of them in 
the education of sick children. 

I do not at the moment know exactly what form our 
swift response will take, but I do not believe that this 
far-reaching proposal, taken, as I believe, without any 
real understanding of its effect upon the care of sick 
children, or of the future of pediatrics or pediatric 
nursing, will be allowed to stand. 


Queen Mary’s Hospital for Children, 
Carshalton, Surrey. 


Davip LAWSON 
Physician-Superintendent. 

Sir,—A warm and sincere welcome to Professor 
Illingworth’s article and your leader of July 26. I agree 
with almost everything that is said, except at one point 
where Professor Illingworth does not go far enough. He 
commends daily visiting, which, to me, is as archaic as 
no visiting at all. In my view—and I speak with nearly 
ten years’ experience—unrestricted visiting solves most of 
the problems of children in hospital. 

I can best make clear what I mean by unrestricted 
visiting by quoting from the pamphlet we give to parents. 
It states: “‘ You may visit when you like, as often as you 
like and you may stay as long as you like.” We accept 
any adult visitor and, with supervision, children as well. 

As there is no limit on length of visit, we are prepared to and 
frequently do provide residential accommodation for the 
parents. I stress the plural, since it is usually the mother who 
is admitted with the child, but in certain cases, usually bulbar 
poliomyelitis in older children, both parents may want to live 
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in the hospital for several days. In the matter of admitting 
parents we do not specifically consider the age of the child, 
and the only judges of whether they live in or not are the 
parents themselves. 

Recently we have made a tentative advance from this posi- 
tion, and are trying out the idea of admitting not only the 
child and its mother, but her other young children as well; 
for let it be remembered that when a mother comes into hos- 
pital with one child, others left at home are deprived of her 
presence. 

What we claim for our system is its extreme flexibility, for, 
as Professor Illingworth points out, the reaction of children 
(and one might add parents) varies greatly where admission to 
hospital is concerned. Obviously, if the facilities we provide 
were abused, chaos would result; but I would point out that 
parents are not the congenital idiots that is sometimes supposed. 
Moreover, hospitals are run for the benefit of the population 
and not for the convenience of the medical and nursing staffs, 
and as far as the former is compatible with efficiency it must 
take precedence over the latter. Our experience shows that the 
more consideration we show for parents’ requirements the 
more consideration they show for us. I have by no means 
achieved all that I should like in this direction, but our modest 
advance has convinced all concerned that nothing but good has 
come out of it. 

May I make a plea that daily visiting is not a target to 
be aimed at but something to be discarded as insufficient 
for its purpose. 


Tunbridge Wells. N. M. JaAcosy. 


Srr,—I should like to make two comments on the excel- 
lent and understanding article by Professor Illingworth 
and the leader in the same issue. 

First, Professor Illingworth appears to lay inadequate 
stress on the fact that nearly all children, and certainly 
those over 6-7 years of age, will be immensely reassured 
by some logical explanation in simple terms, preferably 
by a doctor, of the reasons for their stay in hospital. As 
patient and doctor come to know each other better, it is 
possible and profitable to discuss the problems more fully ; 
to give reasons for the treatment applied, and for the length 
of stay in hospital. The child’s understanding of these 
problems and their discussion is almost always under- 
estimated. 

Second, your leader, in essence, contains a plea for the 
centralisation of pzdiatric care—for all the very good 
reasons given. However, while this may be practicable 
in urban areas, it is much less possible in many regional 
hospital areas because of the enormously increased 
difficulty of parental visiting with the longer journeys to 
be made. Surely Professor Illingworth’s admirable plans 
for the segregation of all children into their own wards 
in community hospitals should be followed by a period 
of reassessment and careful thought before segregation 
into regional pediatric hospitals. “A relatively small 
number of big pediatric hospitals’ “in each region ” 
might well cause surprisingly great hardships in visiting. 
RussELL M. DAvIEs. 


SHOCK 
Str,—Discussions on shock tend to be somewhat 
kaleidoscopic, each successive view being coloured by 
the particular interests and experience of its con- 
tributor. The impression received by the student is 


East Grinstead, Sussex. 


necessarily confused, and lacks definition. The following 
is an attempt to define shock in simple terms. 

The primary function of the blood is to carry oxygen to all 
parts of the body. To this end we are provided with a pump 
which drives ten pints of blood through an elaborate system of 


pipes at an appropriate pressure. An abrupt fall in this pressure 
is called shock. Shock is acute hypotension. This definition 
has the virtue of impressing on nurses the importance of blood- 
pressure readings; it covers every conceivable kind of shock, 
and it has the additional merit of being completely true. 

The pressure can be lowered in three ways and in three ways 
only: 

(1) By weak action of the pump (e.g., coronary occlusion, injection 
of thiopentone, or emotional impact). 

(2) By diminishing the blood-volume (i.e., loss of blood, plasma, 
or electrolytes). 

(3) By increasing the diameter of the pipes (¢.g., the vasodilatation 
which follows an adrenal crisis, the induction of hypotensive anzs- 
thesia, or the development of profound toxemia). 

The clinical features of types 1 and 2 are almost identical, 
and are associated with compensatory vasoconstriction. This 
vasoconstriction is a mixed blessing. It makes the patient look 
distinctly poorly, and is thus an aid to diagnosis. It makes 
him feel cold, and led us, not so long ago, to warm him up with 
blankets, hot-water bottles, and paraffin stoves—which is 
clearly absurd. It may still tempt us into operating on patients 
who have lost a great deal of blood without, as yet, becoming 
shocked. They will become shocked if we operate on them. 

The clinical features of type 3 are entirely different, and 
rather deceptive. The patients are not very pale, but they are 
slightly cyanosed ; the temperature may be raised, and the skin 
is warm. Diagnosis, with a sphygmomanometer, is quite easy— 
provided one remembers to use the sphygmomanometer. 

Many cases of diffuse peritonitis combine the features of 
types 2 and 3, the fluid loss competing with the toxemic vaso- 
dilatation. 

The treatment of shock is an essay in reason. We give blood 
to the wounded, plasma to the scalded, and electrolytes to those 
with vomiting, diarrhcea, or an intestinal fistula. We give 
cortisone and noradrenaline to patients with adrenal crises, and 
to those with diffuse peritonitis we give noradrenaline, corti- 
sone, and electrolytes. We have not yet found a remedy for the 
stricken heart, so to patients with coronary occlusion we give 
our sympathy. 

Shock will become irreversible if the blood fails in its 
primary object of bringing sufficient oxygen to the tissues. This 
will occur if the anzsthetist fails to oxygenate his hypotensive 
patient, if the traumatic surgeon delays replacement transfusion 
until the constricted arterioles have strangled the tissues in 
their grip, or if the peritonitis is so severe and unresponsive to 
treatment that the poisoned blood-vesseis can no longer be 
constricted by vasopressor agents. 

Lastly, sweating is an inconstant phenomenon of no diag- 
nostic value. Anyone who has danced a Paul Jones will concede 
the observation that some people sweat—and some don’t. 


South Mimms, 
Hertfordshire. V. J. DownrEz. 


INTRAVASCULAR CLOTTING IN EXPERIMENTAL 
HAMORRHAGIC SHOCK 


Str,—In 85 New Zealand rabbits significant changes 


in many clotting factors and in the overall blood-clotting ~ 


mechanisms followed the removal of blood (40 ml. per 
kg. body-weight) rapid enough to induce reversible 
shock. The phenomena observed could be divided in 
three major phases. 

During and in the first half-hour following hamorrhage 
(early phase) the plasma-fibrinogen level, the serum-comple- 
ment titre, and the labile-factor (factor-V) activity dropped 
rapidly. On the other hand, the number of platelets doubled 
and the speed of formation and the total yield of plasma-throm- 
boplastin were increased. The latter finding was apparently 
due to the development of a potent accelerator of clotting, since 
the addition of serum from the animal in shock to a system 
in vitro containing normal platelets and normal plasma resulted 
in a much more rapid formation and increased yield of plasma- 
thromboplastin than when normal serum was used, Also an 
experiment in vivo was devised in which normal rabbits 
received homologous thrombin-free serum from 50 ml. of 
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blood. Only minor acceleration in the formation of plasma- 
thromboplastin followed when the serum was from normal 
animals. The injection of serum from animals in hemorrhagic 
shock, on the other hand, induced more rapid and complete 
formation of thromboplastin. 

As the shock deepened, even after arrest of bleeding and for 
as long as twelve to twenty-four hours afterwards, different 
findings developed (late phase). While the fibrinogen level 
continued to drop, platelets also became drastically reduced 
and the formation of thromboplastin was slow and incomplete. 

This phase was followed by a period of recovery, of two to 
three days’ duration, during which all factors returned to nor- 
mal. Histologic sections taken between the third and the 
seventy-second hour showed deposition of material with the 
morphological and staining properties of fibrin into some of 
the venous vessels of the lung, kidney, and liver. 

Analytical study of the fibrinolytic system suggested acti- 
vation in vivo in the early phase becaus¢ of considerable 
increase in the titre of antifibrinolysin and sharp decrease in 
the activity of profibrinolysin possibly consumed in vivo. In 
the later phase, on the other hand, the serum profibrinolytic 
activity rose and that of antifibrinolysin decreased, suggesting 
a return of the fibrinolytic mechanism to normal. 

Splenectomy within three weeks before haemorrhagic 
shock prevented most of the changes described or 
reduced their severity. No clot accelerator developed in 
the splenectomised animals during the early phases of 
shock. 

Thus, significant intravascular clotting occurs in the 
early phase of hemorrhagic shock. This statement is 
based on the findings of accelerated formation of thrombo- 
plastin because of the development of a clotting accelera- 
tor agent, appearance of thrombocytopenia, intra- 
vascular deposition of fibrin demonstrable by histo- 
logic techniques, and activation of the fibrinolytic 
mechanism. Since changes were minor in splenectomised 
animals, the splenic contraction which accompanies 
severe hemorrhage may initiate intravascular clotting 
through the immission into the blood-stream of 
tissular thromboplastin or of thromboplastic material 
from the platelets lysed within the splenic sinusoids. 

These results may have significant applications to 
human pathology. A severe bleeding tendency character- 
ised by fibrinogenopenia, thrombocytopenia, and exalted 
fibrinolysis has been observed during massive surgical 
bleeding.' Earlier work suggested that the hemostatic 
breakdown may be due in part to intravascular clotting. 
The results of the present work support this hypothesis. 

Our investigation was supported by a grant-in-aid from the 
American Heart Association. Essentially similar (unpublished) 
findings have been obtained in dogs at this laboratory by Leo 
Gagliardi, Hector Marin, and Mario Stefanini. 

Mario STEFANINI 
RINALDO A. TURPINI. 


Joseph Stanton Memorial Laboratories, 
Saint Elizabeth's Hospital, 
Boston, Massachusetts, U.S.A. 


PHYSICAL CHANGES IN THE PROLAPSED DISC 


S1r,—May I suggest that much of the difference of 
opinion expressed in this correspondence is due to failure 
to distinguish the fundamental differences between a 
normal disc and a pathological one. 

The “ disc material ’’ one removes at operation, either 
for “disc prolapse” or “disc degeneration”, has 
physical properties entirely different from those of a 
normal disc. It is very similar to the abnormal disc 
material found in proximity to an early subepiphyseal 
tuberculous focus—i.e., it is solid “ stringy ”’ material, 


1, Stefanini, M. Proceedings of the VIIth congress of the International 
Society; p. 78. Basle, 1956, 


aptly described as “crab meat”. A normal nucleus 
pulposus is, of course, fluid—usually under considerable 
pressure. If one comprésses longitudinally two normal 
vertebre and the intermediate disc, the bone collapses 
before the annulus ruptures. Prolapse of a normal disc 
either never or hardly ever occurs. It is only when the 
nucleus pulposus has lost its normal characteristics— 
probably through poor nutrition subsequent to ischemia, 
secondary to infection or trauma—that prolapse of disc 
material takes place. Examination of such material does 
not tell one the properties of normal nuclear fluid. 


Robert Jones and Agnes Hunt 
Orthopedic Hospital, 


Oswestry, Salop. ROBERT ROAF. 


AUTO-ANTIBODIES IN THYROID CARCINOMA 


S1r,—The letter by Dr. Stuart and Dr. Allan (July 5), 
reporting the presence of high-titre thyroid auto-anti- 
bodies in 3 out of 6 cases of carcinoma of the thyroid, 
raises an important issue if serological tests are to be more 
widely used as an aid in the differential diagnosis between 
Hashimoto’s disease and thyroid cancer. Our experience 
in this connection may therefore be of interest. 

Thanks to the cooperation of Prof. D. Waldron Smithers and 
Dr. N. Howard, of the Royal Marsden Hospital, Mr. B. 
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Fig. 1—Thyroid auto-antibodies in cancer of the thyroid. Tanned- 
cell hemagglutination titres are expressed as the reciproce! of 
the highest serum dilution giving a one + agglutination. A single 
pipette was used for the serial dilutions of serum. Complement 
fixation (CFT): +, complete inhibition of hemolysis at serum 
dilution of 1/5; + +, complete inhibition of hemolysis at dilution 
of 1/20 or higher. 


Truscott, of Addenbrooke’s Hospital, Mr. A. S. Till, of the 
Radcliffe Infirmary, and several others, and by studying 
patients in the Middlesex Hospital, we have been able to 
investigate serologically 36 cases of proved thyroid malignancy. 
The sera were tested by the passive hemagglutination of tanned 
cells coated with purified thyroglobulin, by complement 
fixation against thyrotoxic thyroid extract, ' and by the precipitin 
reaction in agar. The results are shown in fig. 1. Auto-anti- 
bodies were found in 10 of the 36 cancer patients; the tanned- 
cell titres did not exceed 25,000 in our series and we have not 
so far obtained precipitins in a patient with thyroid cancer. 
Only 4 of the 36 patients had complement-fixing antibodies. 

Of 44 cases of histologically proved Hashimoto’s disease 
examined by the same series of tests (fig. 2), all but 2 patients 
had circulating thyroid antibodies and 28 had levels sufficiently 
high to give precipitins. Complement fixation was positive 
in all but 6 cases. 

The presence of antibodies in the cancer cases probably 


1, Trotter, W. R., Belyavin, G., Wadhams, A. Proc. R, Soc. Med. 1957, 
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reflects lymphadenoid changes surrounding the tumour, a 
known histological feature. One would expect to find a high 
level of circulating antibodies where cancer is associated with 
widespread thyroiditis, as in the cases reported by Dr. Stuart 
and Dr. Allan. In such cases, however, clinical features and 
other thyroid investigations often reveal the presence of a 
tumour. In many cases the character of the swelling or the 
presence of secondary glands make the diagnosis obvious, while 
topographical survey of the '"I uptake over the thyroid shows 
deficient or absent pick-up over the majority of malignant 
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Fig. 2—Thyroid auto-antibodies in histologically proved Hashi- 
moto’s disease. Tests done before or within 3 weeks of operation. 
Results are expressed as in fig. 1. The proportion of patients 
having positive precipitins is shown above the appropriate column. 


nodules. Most Hashimoto goitres involve the entire gland, 
even when one lobe is larger than the other, and the iodine 
uptake is greater on the side of maximum swelling. The 
B.M.R. and serum-cholesterol may be of help since hypo- 
thyroidism is very uncommon in thyroid cancer and fre- 
quent in lymphadenoid goitre. The rapid regression of 
Hashimoto goitres under thyroid medication is another feature 
of diagnostic value. 

We agree with Dr. Stuart and Dr. Allan that serological 
tests should be interpreted only in conjunction with 
careful clinical assessment and other available investiga- 
tions; but only a more extensive study of goitre patients, 
especially those undergoing thyroidectomy, will show 
whether a differential diagnosis can be made with 
confidence on the basis of these combined criteria. 

DEBORAH DONIACH 
I. M. Rortt 


The Middlesex Hospital, R. VauGHAN Hupson 


London, W.i 
ARTIFICIAL RESPIRATION 

S1r,—In your annotation on this subject ' you say: 

“* Even with intubation Safar et al. did not succeed in moving 
more than 700-260 c.cm. of air with either the Holger-Nielsen 
or the Silvester method. This is far below the ventilation 
regularly attained in the investigation of Gordon et al., but the 
reason for this difference is not clear.” 

When a tracheal tube was in place, we moved with 
the Holger-Nielsen method in 5 curarised subjects tidal 
volumes of 260-840 c.cm. (average 655 c.cm.)—the small 
tidal volumes in obese subjects, the large tidal volumes in 
lean subjects. Our subjects were lying on a hard table. 
Gordon moved approximately 1000 c.cm. per breath in 
tall, lean, and healthy volunteers, who were lying on the 
floor. Our small tidal volumes are easily explained by 


the reduced chest distensibility, since some of our 
subjects were heavy and short. Our large tidal volumes 


1. Lancet, 1958, i, 1322. 


are smaller than Gordon’s because our subjects were 
lying on a table. The small tidal volumes are not sur- 
prising in view of the findings of other investigators— 
namely Nims et al.,? Waters and Bennett *"—who could 
move only 140-280 c.cm. per breath with these push-pull 
methods and with a tracheal tube in place; they studied 
apneeic patients who were obese or whose lung-chest 
distensibility was reduced by disease. 

Without tracheal tube 11 of 15 subjects (lying on the 
floor) could not be ventilated with the Holger-Nielsen 
method, because of upper airway obstruction. This was 
confirmed recently by Gordon et al.,4 who were unable 
to ventilate 40—50°,, of the curarised subjects studied 
when they did not use a tracheal tube. 

We learned from a separate study of unconscious 
patients who were not curarised that pharyngeal obstruc- 
tion by the tongue due to flexion of the neck and sagging 
of the mandible is at least as common in the prone as in 
the supine position, even when an artificial oropharyngeal 
airway is in place. The Esmarch-Heiberg manceuvre 
(extension of the neck plus forward displacement of the 
mandible) seems to be the single most*important point 
in respiratory resuscitation. 

You remark on successes known to have followed use 
of the Holger-Nielsen and Silvester methods. But who 
knows whether an asphyxia victim in the field survives in 
spite of or because of the method applied? Many 
comatose asphyxiated patients have been awakened by 
external stimuli only. Airway obstruction is unpredict- 
able. There is no doubt that occasionally the airway is 
open during performance of the push-pull methods; but 
the rescuer is unable to recognise movement of air while 
working on the patient’s chest. 

You suggest that dizziness may affect the operator 
while performing mouth-to-mouth breathing. We con- 
firmed Elam’s data.° 

The rescuer could perform mouth-to-mouth breathing for 
30 minutes or longer without becoming dizzy. Whenever he 
felt dizzy he automatically reduced the rate of inflations, and 
levelled off at an end-expiratory carbon-dioxide level of 34%, 
while that of the subject was 4-5°,. The oxygen saturation 
and the end-expiratory carbon-dioxide level in the subject 
were maintained at normal levels with tidal volumes at least 
twice as large as normal at a rate of 10 inflations per minute 
or more. The restricting factor in prolonged mouth-to-mouth 
breathing is not dizziness of the operator, but fatigue of his 
back and hands. 

A motion picture on Respiratory Resuscitation Techniques, which 
was made during one of our experiments, shows the experimental 
techniques and results better than a paper. The motion picture may 
be borrowed from Army Medical Institute of Research, MAVD, 
Walter Reed Hospital, Washington, D.C. (Attention: Sergeant H. 
Dixon). 

PETER SAFAR 


Hospitals, . 
Chief, Department of Anesthesiology. 


aryland. 


Baltimore Cit 
Baltimore, 


OOPHORECTOMY AND BREAST CANCER 

Str,—Your leader of July 12 refers in passing to the 
variable persistence of cestrogen excretion following 
bilateral oophorectomy and adrenalectomy for breast 
cancer. 

I think it worth calling attention to a simple and practical 
possibility that may repay exploration, before some mysterious 
third source of cestrogens is postulated or sought—namely, 
the ovarian hilus cells. These (which resemble Leydig cells and 
2. Nims, R. G., Conner, E. H., Botelho, S. Y., Comroe, J. H., Jr. J. appl. 

Physiol. 1951, 4, 486. 
3. Waters, R. M., Bennett, J. H. Anesth. Analg. 1936, 15, 151. 


4. Gordon, A. S., Frye, C. W., Gittelson, L., Sadove, M. S., Beattie, E. J., 


r. J. Amer. med. Ass. 1958, 167, 320. 
, J. O., Brown, E. S., Elder, J. D., Jr. New Engl. J. Med. 1954, 
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are invariably present) are found throughout the mesovarium, 
and extend medially along the ovarian ligament. The recent 
monograph of Morris and Scully ' gives an account of them, 
together with evidence that they can produce cestrogen: an 
earlier review is that of Sternberg.’ 

Experience shows that oophorectomies for breast cancer 
vary: sometimes the operator seems bent on removing nothing 
whatever except the ovary, whilst at other times a generous 
slice of mesovarium is included. This may account for the 


variations noted. It seems clear that as much mesovarium and 


ovarian ligament as possible ought to be removed, and a 
tentative case might be made for bilateral removal of the 
adnexa. 

London, W.C.1 P. E. HUGHESDON. 


SKIN REACTION INHIBITED BY X-RAY THERAPY 

S1r,—The following case is reported in the hope that 
some useful explanation may be obtained: 

A man, aged 63 years, was admitted with a history of four 
months’ pain in the left buttock. X-ray examination showed a 
large osteolytic lesion in the right ilium, which was diagnosed 
as a secondary deposit from a carcinoma of the prostate. The 
gland was enlarged, hard and irregular. The patient complained 
of moderately severe pain in the buttock three minutes after 
the intravenous injection of 250 mg. of stilbcestrol diphosphate 

‘Honvan ’). There were no other positive findings. 

On April 14, 1958, he started on a palliative course of deep 
X-ray therapy (190kV 300r daily skin dose to a field 20 cm. 
15 cm.). He had no treatment on April 19 and 20. On April 21 
he awoke with a patchy macular rash on his trunk, thighs, and 
arms. There were also a few spots on his forearms and legs. 
The area being treated by X rays was completely clear and 
showed no evidence of the rash or of radiation erythema. The 
borders of the treated area were fairly sharply demarcated; if 
anything, the unaffected region tended to spread outside the 
blue lines used to delineate the area for treatment. Owing to 
the curvature of the buttock some of the radiation was likely 
to fall outside the prescribed rectangle, particularly at its medial 
and lateral sides. 

The accompanying photograph was taken on April 22, by 
which time there was a faint suggestion of erythema in the 
irradiated area but certainly no blotchy rash. The patient was 
then given antihistamine drugs, and the X-ray therapy con- 





, Scully, R. E 
London, 1958 
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1. Morris, J. Mcl 
chapters 2 and 6 
2. Sternberg, W. H. Amer 





tinued, The rash disappeared the next day. The cause of the 
rash is unknown. Perhaps it was due to an aspirin tablet he took 
the day before, perhaps to an enema. 

A presumably allergic reaction seems to have been 
inhibited by a dose of 1500r in five days, and this inhibition 
occurred before any skin response to irradiation could be 
seen. 


St. Luke’s Hospital, 


Dublin. JOHN B. HEALY. 


SHOULD BIBLIOGRAPHIES GIVE TITLES 
OF PAPERS ? 


Str,—I should like to add my plea to Mr. Patey’s 
(July 19) that bibliographies should include titles of 
papers. This is particularly important in review articles.’ 
The references are quoted with more care; the biblio- 
graphy itself makes interesting reading. These and other 
advantages easily compensate for the exclusion of a short 
article. 

With too much to read, I value quality before quantity. 


Medical Unit, 
The Royal Infirmary, 
Cardiff 


PAUL FOURMAN. 


NON-ADRENAL FEMALE PSEUDO- 
HERMAPHRODITISM ASSOCIATED WITH 
HORMONE ADMINISTRATION IN PREGNANCY 

S1r,—Attention has recently been drawn to the 
occurrence of partial virilism in female infants when the 
mother has received hormonal treatment during the 
pregnancy for repeated miscarriages or haemorrhage 
during pregnancy. Lawson Wilkins and his colleagues ? 
from the Johns Hopkins Hospital have collected 18 
instances of this condition as well as 3 exactly similar in 
which the mother had received no hormones. Other 
instances have been reported by Hayles and Nolan * 
and by Nellhaus.* Wilkins has made a plea for smaller 
dosage of steroids and for the deferment of treatment 
until after the tenth week of pregnancy. 

My colleagues and I at The Hospital for Sick Children, 
Great Ormond Street, have seen 3 such babies in the past 
year or so. They will be more fully reported elsewhere 
(with due acknowledgment to all who have contributed), 
but as the degree of masculinisation appears clearly in 
these to be related to the intensity and date of starting 
treatment they are briefly reported here. 

Case 1.—Aged just over three years on admission, this 
child, registered as a male, had a phallus with a urethral 
opening beneath it, and a scrotal-like structure with a median 
raphe . but no testicles. Investigations excluded adrenal 
abnormality, and female sex was indicated by the nuclear 
chromatin in the white blood-cells. Laparotomy showed a 
normal uterus, fallopian tubes, and ovaries but absence of a 
vagina. In view of repeated miscarriages the mother had 
been given (as soon as she was known to be pregnant) tablets 
containing ethinyleestradiol 0:01 mg. and methyltestosterone 
3 mg. twice daily for one month and three times daily for two 
months. She also had an implant of progesterone (50 mg.) 
in the third month and again in the fourth month of pregnancy. 

Case 2.—Aged nine days on admission, this child, of whom 
the sex had been considered doubtful at birth, showed an 
enlarged clitoris with a urethral opening on its under surface, 
and fused labia with a small vaginal orifice. There was no 
evidence of adrenal abnormality. Female sex was established 
by the nuclear chromatin of the white blood-cells. Examination 
under anesthesia showed a wide vagina and normal cervix. 

. Waymouth, C. Nature, Lond. 1956, 177, 98. 
. Wilkins, L., Jones, H. W., Holman, G. H., Stampfel, 
Endocrin. 1958, 18, 559. 
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3. Hayles, A. B., Nolan, R. G. Proc. Mayo Clin. 1958, 33, 200. 
4. Nellhaus, G. New Engl. 3. Med. 1958, 258, 935. 
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From the sixth week of pregnancy the mother had taken six excluded. Their first objection I have already discussed in 
tablets a day containing 0-01 mg. of ethinyleestradiol and déetail.® It is no longer possible to prove or disprove this 


10 mg. of ethnisterone until she was delivered by caesarean 
section at the thirty-eighth week. 

Case 3.—This child, admitted at the age of four weeks, was 
noted to have a large clitoris at birth, confirmed on admission. 
Examination showed the presence of a vagina and a small 
uterus; the ovaries were probably felt. There was no evidence 
of adrenal abnormality and female sex was confirmed by the 
nuclear chromatin in the white blood-cells. The mother had 
received tablets of methyltestosterone 10 mg. three times a 
day for three weeks about the third month of pregnancy for 
vaginal bleeding and again at about the sixth month for about 
six weeks for the same reason. Seen at one year of age this 
child showed a clitoris only slightly larger than normal. 

These three cases have been set out in order of severity. 
In case 1 the mother received the earliest and most 
intensive treatment, but even in case 3 the mother was 
not treated until the third month. It may be, as Lawson 
Wilkins and his colleagues remark, that these children 
might not have been born at all but for the treatment; 
but in view of the psychological and other problems 
presented they appear to support the plea for not starting 
it too early and keeping the dosage as low as possible. 

The Hospital for Sick Children, 


Great Ormond Street, 


London, W.C.1 ALAN MONCRIEFF. 


PS.—Since submitting this letter, I have read an 
annotation in the British Medical Fournal (July 26, p. 218) 
which suggests postponing hormone treatment until 
after the fourth month.—A. M. 


INTERFERENCE WITH TELEVISION 

Str,—I happen to live in the vicinity of Harley Street 
and to possess a television set. The only time I try to 
look in in the afternoon is when show jumping and 
Wimbledon are on. It is quite impossible to ask anyone 
to share this pleasure with me because some selfish 
doctor or nursing-home turns on a machine without a 
suppressor, which, apart from causing a tremendous roar, 
completely obliterates the picture. The Post Office say 
that they cannot force anyone to add a suppressor (which 
I believe costs half-a-crown) and that they have more 
complaints from around here than in any other area. 


London, W.1. Enip DovuGLas DERRICK. 


HAMOPHILIA-LIKE STATES IN GIRLS 

S1r,—Professor Quick and Miss Hussey,' when they 
discuss hamophilia-like states in girls, have omitted 
mention of the cases of hemophilia in human females 
which occurred in the family originally described by 
Treves * and subsequently by Bulloch and Fildes,* by 
Handley and Nussbrecher,* and by myself.5 One does not 
expect authors to review the whole of the published 
literature each time they write a case-report, but this 
family is unique in two ways. Firstly, the family studies 
extend over a very long period; and secondly, this family 
is probably the first in whom the diagnosis of hemophilia 
was established in females with any degree of certainty. 
Quick and Hussey are clearly aware of these reports since 
they mention them in other publications.* ” 

They have objected to the diagnosis of hemophilia because 
of the alleged male-to-male inheritance in the first four genera- 
and also because haemophilia-like disease was not 
Lancet, 1958, i, 1294 


tions 


1. Quick, A. J., Hussey, C. V 
2. Treves, F. ibid. 1886, ii, 533 
Bulloch, W., Fildes, P. Treasury of Human Inheritance; parts v and vi, 


p. 169. University of London, Francis Galton Laboratory for National 
Eugenics, 1911 

4. Handley, R. S., Nussbrecher, A. M. Quart. J. Med. 1935, 4, 165 

5. Merskey, C. tbid, 1950, 20, 299 


6. Quick, A. J., Hussey, C. V. Amer. 3. Dis. Child. 1953, 85, 698 
7. Quick, A. J 


Hemorrhagic Diseases; p. 186. London, 1957. 


inheritance since the patients all died very many years ago; 
the history of bleeding in them is very scanty and often 
amounted to no more than a tradition in the family that they 
were bleeders. The inheritance in recent years is typical of 
hamophilia. 

Their second objection was possible but improbable. Blood 
of hamophiliacs from 3 different families was used in testing 
this family. It was possible to deduce the fact that at least 
2 hemophiliacs with different clotting-times were used *; they 
were consequently probably unrelated. The fact that 3 
unrelated hamophiliacs were used did not appear to be 
important at the time and so was not mentioned. These three 
haemophiliacs are now known to have classical hemophilia. 
It would be unlikely that an error in the diagnosis of hamo- 
philia would have been made in all these cases. In any case the 
matter has been put beyond doubt by the statement of Taylor 
and Biggs * that later work has shown that the family described 
in my paper have classical haemophilia. 

Groote Schuur Hospital, 

Cape Town 


PREVENTION OF POSTOPERATIVE TETANUS 


S1r,—Professor Pannett® criticised the use of the 
tourniquet in limb operations, a routine which he regards 
as a harmful and backward step in surgery. He quotes 
two unjustifiable risks associated with the use of a tourni- 
quet: (1) damage to nerves and muscles; and (2) lowering 
of tissue resistance to infection. At the time his letter 
was published a married woman, aged 39, died in Mel- 
bourne from tetanus contracted during an operation of 
election—namely, a meniscectomy—in which a tourniquet 
was used. This case and its circumstances are pertinent 
to Professor Pannett’s letter and to your editorial com- 
ments '®'! on the importance of efficient ventilation in 
operating-theatres. 

The infection was a fulminating one and death occurred 
three days after a short incubation period of five days. 
Clostridium tetani and Cl. sporogenes were isolated at necropsy, 
and during life from fluid inside the knee-joint and from the 
surrounding tissues. The sterilisation of the instruments, 
textiles, dressings, talc, &c., was carried out efficiently with 
tested equipment. The operating-theatre and sterilising annexe 
were connected by a sliding door which is kept open during 
the setting-up for an operation and both rooms were ventilated 
by means of exhaust fans placed in large ducts opening in the 
ceiling. These ducts were protected by a wide-mesh wire guard 
and could not be cleaned except by unscrewing the guard. 
As might be expected, they were heavily laden with dust. 
Cultures from the dust in each yielded various species of 
clostridia, including a non-toxigenic strain of C/. tetani. 

When the fan in the sterilising annexe is operating, air is 
sucked into the theatre through its dust-laden duct or from the 
corridor, and vice versa. When the fans are not operating air 
currents set up by external wind or by convection pass along 
the ducts providing a further opportunity for dislodging dust. 
Since the sterilisation was adequate it can only be assumed 
that this infection developed from dust contamination of the 
wound or the instruments during the operation. To what 
extent the use of a tourniquet and a tight bandaging of the 
wound thereafter contributed to tissue anzrobiosis is difficult 
to say. However, this case raises several interesting points. 

In the past five years in Victoria there have been 56 notified 
cases of tetanus, of which 6 (about 11°) followed operations 
of election. Of these 6 cases, 3 were operations on the knee 
or ankle joints. Sevitt '* reported 2 hospital-infected cases, 
both involving operations on the leg, and he also described "a 
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case of gas gangrene after an operation on the ankle. Of the 
4 postoperative tetanus deaths in England and Wales in 1954 
2 followed operations on the foot.'* Since such operations 
must Constitute only a small fraction of the total surgical load 
they seem to carry an unexpectedly high risk of tetanus. In 
contrast to the present trend, Wainwright '* reported, from a 
survey of tetanus over twenty years, that, while postoperative 
tetanus accounted for 10%, of civilian cases, 70°, followed 
gynzcological and abdominal operations. 

Although postoperative tetanus is an uncommon 
disease, the case-fatality rate is high (about 44% in 
Australia). In its elimination as a surgical hazard, 
four levels of prevention, two general and two specific, 
can be considered. 

The first is the intelligent use of efficient sterilisation equip- 
ment recommended by Bowie,"’ a factor which does not require 
comment here. 

The second is concerned with effective véntilation of operat- 
ing suites using filtered air and a plenum system, based on the 
principles described by Bourdillon and Colebrook '* and more 
recently by Blowers.'* 

The third lies in the more conservative use of tourniquets, 
as suggested by Professor Pannett. 

The fourth is to immunise patients with tetanus toxoid before 
all elective operations of the lower limbs in which tourni- 
quets are used, particularly those involving the knee or ankle 
joint. If the patient has not been actively immunised, two 
injections, one four weeks before and another at the time of 
operation, would not seriously interfere with the management of 
a case. The individual who has been actively immunised may 
be given a preoperative booster injection of toxoid. In 
emergency operations of the type being discussed prophylactic 
antitetanus serum followed by active immunisation during 
convalescence would be a useful safeguard. 

While dealing with the subject of selective immunisation in 
non-traumatic surgery it might be suggested, on the analogy 
of passive transfer of immunity in diphtheria,?° that neonatal 
tetanus, which accounted for 4:9°%, of cases in an Australian 
series '* and 3-4°, of deaths from tetanus in England,*' could 
be abolished by active immunisation of the mother during 
pregnancy. 

Finally, as more individuals are now being actively 
immunised against tetanus ** a clear distinction should 
be drawn for the patient between active and passive 
immunisation. We recommend that individuals who are 
given tetanus toxoid be informed, verbally and perhaps 
in writing, that the immunisation was a “ T.T. injection ” 
and when antitoxin is used it is always referred to as an 
“ 4.T.S. injection ”’ 


School of Bacteriology, 
University of Melbourne, 
Victoria, Australia. 


CHARGES FOR NIGHT CALLS 

S1r,—In your leading article of July 5, you described 
the National Health Service as simply a legislative device 
by which doctors can continue their work without 
charging fees; and this was. the most attractive part of 
it to most doctors whether they actually approved of the 
service or not. But after a very short time, the Socialist 
Government which had sponsored this free service put 
a charge on drugs and appliances as a deterrent, and I 
think that was quite wrong. The collection of these 
charges must have caused considerable misgivings to 
chemists and opticians and others who had to collect 


SYDNEY D. Russo. 
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this payment from some patients who could ill afford it. 

Dr. Guy Dain, who always expressed himself as being 
wholeheartedly in favour of a comprehensive medical 
service available to 100% of the population, has now 
suggested ' that “‘ it would probably remove some dis- 
gruntlement if the doctor could make a charge (to be 
fixed) for late and night calls for visits”. What amount 
would Dr. Dain suggest, I wonder, as the fee for a late 
call and for a night call? Is the same fee to be applicable 
to all classes, irrespective of their income group and 
irrespective of whether they are old-age pensioners? Is 
the fee to be retained by the practitioner himself, or will 
he be merely collecting it on behalf of the Treasury, in 
view of the fact that this charge, like the charges on 
prescriptions and appliances, is intended as a deterrent. 

Many doctors working in the service today have never 
worked in the times when doctors charged fees to patients, 
and probably have no desire to do so now. I think it 
would cause considerable embarrassment to a young 
doctor if he had to demand a fee from a patient who had 
been taken ill in the night, or even from anxious relatives. 
If, from time to time, additional fees are to be charged 
to patients in order to deter them from using the National 
Health Service, it makes a nonsense of the whole scheme, 
and it would be better to return to the old system where 
patients made their own arrangements. 

Camberley. LesLie HARTLEY. 


THE DAY HOSPITAL 

S1r,—The excellent article by Dr. Craft (July 19) on 
the treatment of depressive illness at the Maudsley Hos- 
pital shows a higher rate of recovery in patients treated in 
the day hospital than those treated in the adjoining 
inpatient hospital. The investigation would have been 
even more useful, however, if it had been undertaken 
as a piece of interdisciplinary operational research includ- 
ing the contributions of a sociologist and a cost accountant. 

Mental illness involves interpersonal relationships at 
home and at work. There is less disturbance of family 
relationships when the patient still lives at home than 
when he gots into hospital, and this may well contribute 
to increased speed of recovery. Again, he will probably 
find it easier to resume work or obtain a new job if he 
has been attending a day hospital than if he has been an 
inpatient; but as yet these points have not been compaied 
sociologically. 

Equally important is the economic aspect of day hos- 
pitals, where comparable medical care can be given at a 
substantially lower cost than in an ordinary hospital. 
It is regrettable that in the most recent Ministry publica- 
tion on hospital costing there is no breakdown of the 
comparative costs of care of Maudsley Hospital inpatients 
and those in the adjoining day hospital. The comparison 
may well be difficult, but this is the type of problem that 
is dealt with daily by industrial cost accountants. 

In the years to come, day hospitals will probably have 
an increasingly important role in the treatment of non- 
catastrophic illmess, and their development may well 
influence the whole concept of hospital design and 
medical care in urban areas. Such changes can be justified 
only by comprehensive research which, under present 
financial conditions, can most easily be undertaken by 
teaching hospitals, and must include the social and 


economic needs of the family and of the community. 


Marlborough Day Hospital, 
38, Marlborough Place, 
London, N.W.8. 


1. Brit. med. F. July 5, 1958, suppl. p. 1. 
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ORAL TREATMENT OF PERNICIOUS ANAEMIA 

S1r,—I should like to comment upon some aspects of 
the challenging article by Dr. Heathcote and Dr..Mooney.* 
They state that they have isolated a vitamin-B,,-peptide 
from a streptomyces fermentation ‘“‘ shown clinically 
to be the most effective oral preparation yet available ” 
for the treatment of pernicious anemia. The “ failure 
of simple proteolysis in the stomach” to which they 
refer, seems unlikely to be of etiological importance in 
that disease, but a vitamin-B,,-peptide might well be 
physiologically significant in the transport of vitamin B,, 
across the intestinal wall. Consequently it is disappointing 
to find that the authors have submitted no convincing 
evidence that their vitamin-B,,.-peptide was more active 
hematopoietically than its content of vitamin B,,. 

Thus, as pointed out by Dr. Latner, * the high vitamin-B,, 
content alone (100 ug.) of the peptide given daily during the 
initial stage of the therapy of each patient may have produced 
the remissions noted. Failure to relapse thereafter during a few 
months of reduced maintenance therapy is notoriously poor 
evidence of therapeutic activity. Even if Dr. Heathcote and 
Dr. Mooney’s claim for the therapeutic efficacy of their vita- 
min-B,,-peptide is accepted, the conclusion that “ intrinsic 
factor does not exist ’’ seems irrelevant. 

In their reply * to Dr. Latner’s letter, Dr. Heathcote and 
Dr. Mooney express lack of confidence in the interpretation of 
** short-term responses ”. If by that phrase they refer to care- 
fully controlled observations upon serial reticulocyte responses 
during successive 10 to 14 day periods of uniform daily therapy 
in individual patients, it may be of more than historical interest 
to point out that it was in large part with the aid of such a 
clinical index that therapeutically effective liver extracts were 
originally developed and that the clinical activity of vitamin 
B,, itself received final confirmation. Indeed, by such methods 
the activity of the so-called gastric intrinsic factor was first 
demonstrated. Since then its more convenient assay by com- 
parative observations upon the assimilation by individual 
patients of small single doses of radioactive vitamin B,,, first 
without and then with intrinsic factor, has become an estab- 
lished practice. 

In my opinion, until such comparisons in the same 
patient are appropriately applied to the present problem, 
first employing single doses of not more than 5 ug. of 
vitamin B,, alone, the alleged superior hzmatopoietic 
activity in pernicious anemia of the vitamin-B,,-peptide 
over that of its content of vitamin B,, will remain 
uncertain. 

Harvard Medical School, 


Cambridge, Massachusetts. 
RECORDS OF IMMUNISATION 
Sir,—I am prompted to write by Dr. Carson’s letter 
of July 19. If the wear and tear on my Post Office Savings 
book is any criterion, I hope that Dr. Carson’s (or are they 
Burroughs Wellcome’s?) cards are made of a highly 
durable synthetic plastic. 


Chirk, . as 
North Wales. R. P. W. Kup. 


W. B. CASTLE. 


RADIOGRAPHERS IN THE N.H.S. 

S1r,—Since you wrote on this subject, over a year ago,* 
the shortage of radiographers appears to have increased 
steadily, with little further mention of the fact in print. 
Medical staff of hospitals where the radiological service 
is necessarily drastically reduced are naturally asking 
what is being done and what are the prospects of restoring 
a proper service. 


1. Lancet, 1958, i, 982. 
2. thid. p. 1077. 
3. shid. p. 1177. 
4. ibid. 1957, i, 1030. 


As there is a limit to what can be done by the heroic 
devotion of radiographers, the understaffed departments 
are faced with the unavoidable choice of foregoing the 
less urgent types of examination (and who is to decide 
which are these ?) or of employing unqualified personnel. 

A somewhat similar situation during the war was met 
by the Services training their own radiographers to an 
acceptable minimal standard, and I fear that stark neces- 
sity may shortly force some hospitals and chest clinics to 
train local labour to undertake the simpler radiographic 
examinations by rule-of-thumb methods. Once started, 
such a practice would be difficult to stop, and it might 
well lead to degrading of radiographic standards generally 
unless arranged under the direction of the Society of 
Radiographers. 

Understaffed X-ray departments would welcome an 
authoritative statement about the present and future 
position of radiography. 

Ashford Hospital, 

Ashford, Middlesex 

DURATION OF PREGNANCY 

S1r,—The duration of pregnancy, measured in days or 
lunar months, varies considerably from one “ normal ” 
baby to another, and so prediction of the date of birth is 
subject to error even in normal pregnancies. The average 
length of gestation is accurately known: to apply this to an 
individual case, some correction is required for the “* time- 
scale” of the particular mother and child. The late 
Dr. W. E. Dickes Rost suggested in her unpublished note- 
books that the required correction might be made by 
substituting the length of the mother’s periods for the 
lunar month, as the unit of time. It was hoped that calcu- 
lation of the expected length of pregnancy as ten times the 
length of the mother’s periods would be more accurate 
than the present system. It has already been reported that 
the incidence of abortion shows peaks at intervals of about 
4' , weeks.' 

Department of Anatomy, 

University of Sydney, 

New South Wales. 
FLAMMABLE CLOTHING 

Sir,—I can fully appreciate the disappointment 
expressed by Mr. Willby (July 26, p. 217), press officer 
to the British Standards Institution, at the discussion on 
flammable clothing at the meeting of the British Medical 
Association in Birmingham, for it is quite possible that 
many of the speakers confused the B.S.I. with the British 
Government. Many of us who work in burns centres are 
dissatisfied not so much with the B.S.I., which does very 
good work within its very definite limitations, but rather 
with a Government which, in spite of the recommenda- 
tions made in the B.S.I. report, has done virtually nothing 
to popularise the existence of attractive flame-resistant 
clothing fabrics or to encourage their manufacture and 
sale at a reasonable price, even though this might require 
a special, though probably only temporary, Government 
subsidy, as recommended by Colebrook et al.? 

Experience in South Wales over the past two and a 
half years has shown that many big departmental stores or 
shops still refuse to stock flame-resistant fabrics : some may 
have the fabrics in stock, but will not display them 
because of their high price. Even more staggering are the 
popular misconceptions held by directors, buyers, and 
departmental managers, let alone the sales staff, about the 
relative flammability or safety of different fabrics. It is 


1. Pearce, T. V. Biometrika, 1930, 22, 250. 
2. Brit. med. F. 1956, i, 1379. 
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F. W. Dicxes Rost. 
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thus very distressing to find that a good deal of one’s 
personal effort and that of the various home-safety com- 
mittees in encouraging parents to ask for flame-resistant 
fabrics is wasted by apathy or ignorance in the retail 


trade. 


Welsh Regional Plastic Surgery, 
Burns and Jaw Injuries Centre, 
St. Lawrence Hospital, Chepstow. 


NEOLOGOPHILIA 

S1r,—To the two (or perhaps three) reasons for 
learning Greek given by Dean Gaisford we must now 
add another: to allow us to understand the less literate 
contributions to medical journals. Yet I doubt if Bentley 
himself would have guessed that thalassemia is not a 
perfusion with sea water but an inherited abnormality 
of hemoglobin. The neologopoietic author ought to 
use his Liddell and Scott with care: even a simple word 
like anaemia meant something different to Homer. 

Your own contribution, Sir, to this discussion (July 26, 
p. 215) is regrettable. Greesham’s Law is as valid in 
journalism as in finance. You may not be guilty of 
counterfeiting but to put this verbal snide into circula- 
tion is a crime just as grave. 

Hoccombe Bottom, ; J. A. Boycott. 


Somerset 


MICHAEL N. TEMPEST. 








Children’s Bill 

Tuts Bill ' includes a provision that in considering whether 
to make an adoption the court shall have regard “to the 
health of the applicant’’. At the report stage on July 25 in 
the House of Commons, to this provision were added the 
words “‘ as evidenced, in such cases as may be prescribed, by 
the certificate of a fully registered medical practitioner ”. Some 
members regretted that the amendment did not go further and 
make medical testimony compulsory. Miss PATRICIA HORNSBY- 
SMITH, parliamentary secretary to the Home Office, gave an 
assurance that the Lord Chancellor intended to make rules 
requiring a medical certificate in most cases. But he did intend 
to except some cases, when, for instance, the applicant was the 
mother of the child. 

The Bill was read a third time. 


QUESTION TIME 
Suicides and Attempted Suicides 

Mr. KENNETH ROBINSON asked the Home Secretary if he 
had yet reached a conclusion on the desirability of amending 
the law relating to suicide and attempted suicide.—Mr. R. A. 
BUTLER replied: No, Sir. My study of this question suggests 
that in its practical aspects the problem is largely one of 
ensuring that those who need care or treatment to prevent 
them from endangering themselves or others in fact receive it. 
In general, where this can be done without the intervention 
of the courts proceedings are not taken, but there is a residue 
of cases in which the person concerned cannot be given, or 
will not accept, care or treatment without the intervention of 
the courts. I shall continue to study this aspect of the matter 
and I am in consultation with the Minister of Health. 

Mr. Rosinson: Is not the Minister taking rather a long time 
to reach a conclusion on a matter where the overwhelming 
weight of opinion is in the direction of reform? If the 
Government are not prepared to take the initiative in this 
matter, can he say what would be their attitude towards the 
initiative being taken by a private Member ?—Mr. BUTLER: 
I cannot state what my attitude would be towards the initiative 
of a private Member until I know the nature of that initiative. 
I do not know whether the hon. Member is aware that the 
joint committee of the British Medical Association and the 
Magistrates’ Association has commended the law and practice 


1. See Lancet, 1958, i, 646. 


in Scotland in this matter. The reason I am not going any 
further in answer to the hon. Gentleman is that we are at 
present carefully considering that with a view to seeing what 
we might do about it. 

Mr. CHARLES ROYLE: Will not the Minister hold out a little 
more hope in this matter, particularly as involved and res- 
ponsible organisations are taking the view that they are? 
Cannot we get more in line with other countries who never 
regard attempted suicide as a criminal matter ?—Mr. BUTLER: 
It so happens that in 1956, the last year for which I have 
figures, proceedings were taken in 613 cases of attempted 
suicide out of a ‘total of over 5000, and only 6°7°,, of these 
proceedings resulted in sentences of imprisonment, and there 
is a certain limit to that. But I am considering the whole 
question. 

More Dentists 

The Ministry of Health, after consultation with the 
University Grants Committee, have accepted the recom- 
mendation of the McNair Committee that the annual output 
of dental schools in Great Britain needs to be expanded to 
produce at least 800 dentists who will practise in this country. 
To allow for wastage and students from overseas the schools’ 
present potential intake of about 650 students per annum in 
their first professional year must be expanded to something 
over 900 places. The Ministers aim to start expansion as 
soon as possible; and, when considering projects for inclusion 
in the Government’s programme for major hospital building 
schemes, they will give due regard, in consultation with the 
University Grants Committee, to proposals which will 
contribute to it. 


Working Party on Hospital Medical Staffing 

Mr. ARTHUR BLENKINSOP asked the Minister of Health 
how many of the members appointed by himself and the 
Secretary of State for Scotland to the working party on medical 
staffing of hospitals had experience of the staffing problems of 
any other than teaching hospitals—Mr. R. THOMPSON 
replied: All 6. 2 are currently serving in non-teaching hos- 
pitals; the other 4 are concerned in the health departments 
with the staffing problems of the hospital service as a whole. 


Smoke Control 
The Minister of Housing and Local Government has 
confirmed 34 orders establishing smoke-control areas. 13 
orders are under consideration and a further 102 orders have 
been provisionally notified to him by local authorities. 





Appointments 





Couston, T. A., M.B. St. And.: assistant psychiatrist, St. Margaret’s Hos- 
pital, Birmingham 

Cust, GEorGE, M.B. Leeds, D.P.H.: M.O.H., Cleethorpes and Grimsby. 

Fee, W. M., M.B. Edin., D.P.H.: depute M.O.H. and depute port M.O., 
Greenock. 

Garpen, R. A., M.B. Glasg.: school M.O., Nottingham. 

Hunter, J. K., M.B. Glasg.,D.1.M. & H., D.P.H.: assistant administrative M.O., 
Eastern Regional Hospital Board, Scotland. 

Turner, WILLiaM, M.B. Leeds, D.P.H.: senior assistant M.O. and school M.O., 
Ilkley, Ouley, and Wharfedale, Yorkshire. 


East Anglian Regional Hospital Board 

Brack, J. H. A., M.8. Belf.: registrar in psychiatry, Fulbourn and Adden- 
brooke’s Hospitals 

CrarKe, H. L., M.B. Lond.: anesthetic registrar, Newmarket General 
Hospital. 

Craces, D. F., M.B. Lond,: registrar in psychiatry, Fulbourn and Adden- 
brooke’s Hospitals. 

MAcKENzIz, K. M.,,M.D. Lond., M.R.C.P,: part-time consultant physician, 
West Suffolk General Hospital. 

Roserts, J. H., M.B. Lpool: radiological registrar, Ipswich and East 
Suffolk Hospital. 





Births, Marriages, and Deaths 





BIRTHS 
SmitrH.—On July 19, to Kathleen Smith (née Turner), M.B., and Irvine 
Smith, F.R.C.S., at Burton-on-Trent—Christopher Fredric, a brother for 
Anne, Dorothy, and Geoffrey. 
SHEMILT.—On July 25, at Salisbury Infirmary, Wilts, to Janet (née Browns- 
combe), wife of Philip Shemilt, F.R.c.s.—a daughter. 
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Obituaries 


GEORGE MACFEAT WISHART 
M.D., B.Sc. Glasg., F.R.F.P.S 
George Wishart gave Glasgow University forty years 
of effective and varied service as scientist, teacher, and 


administrator. He retired in 1947 from the chair of 











applied physiology to preside over the faculty of medicine, 
and the only flaw in his colleagues’ and students’ admira- 
tion for the dean was regret at the loss of the professor. 
H athe a Glasgow grain merchant and he was 
educ ia wston Grammar School and the University of 





Glasgow, where he graduated 
B.Sc. and M.B, in 1918, After 
a year with the R.A.F. 
service he returned to 


the university as an assistant 





in the imstitute of physiology. 
Iwo years later he was ap- 
pointed to the Grieve lecture- 
ship in physiological chemistry. 
He found time for postgraduate 
iv in Sweden and Germany, 
and, nearer home, he spent 
several vacations working at the 
Hannah Dairy Research Insti- 
tute during its early formative 
years. Much of the research of 
these early years was sum- 





ised in his authoritative 





M.D. treatise on basal meta- 
bolism, for which he was 
awarded the Bellahouston 


which was 





published in 1931 
In 1935 Wishart was appointed to the Gardiner chair 
of physiological che As a teacher he was “ almost 


”, as the Principal of the university put 


mustry 
leceptivelv good 
it in his tribute last week. 

i lecture-theatre nor elsewhere was he any- 
thing of an orator. But his words were so beautifully ordered 





tl when his students came to work over his material for 
tl i they discover how difficult were some of these 
appare! ple idea In t laboratory he had swift 
curiosity, ingenio mind, and contriving hands, happily 
emp d in th xperimental work of the school on the 
borderland of the natural and the biological sciences.’ 


In 1947 the faculty of medicine was faced with new 


ul 


juties and wider responsibilities; the new health service 
was to alter the administration of the teaching hospitals, 
and the opportunities for postgraduate education were to 
be extended. The faculty felt the need for the support 
nd counsel of a full-time dean, and Wishart was their 
unanimous choice. He accordingly resigned his chair 
to take up his new appointment, to which he added the 
iditional charges of directorship of postgraduate medical 
jucation in Glasgow and membership of the General 


lical Council. Of his bearing and achievements in 
new career J. W. H. writes: 





‘George Wishart set himself a programme of work which 
would have been beyond most men’s will and energy. As 
Dean of the faculty, his leadership was truly that which aspired 
abov to serve. His colleagues know how well he served. 
Faculty meetings kept to the point and did not drag on until 
austi duced resigned assent or snap decisions. On the 
contrary, the Dean saw to it that he was well prepared before- 
hand. He not only knew the business; he knew also what was 


likely to be said for and against any proposition, and he knew 





pretty well who would be saying what. If he foresaw trouble, 
he would arrange for quiet consultations beforehand. Thus, 
business came to the faculty well considered. The issues were 
not cut and dried; but there were few surprises for the Dean. 
Even the most difficult matters were usually settled quickly 
and amicably; and if it emerged that this would not happen 
he was ever ready and keen to take the matter away for further 
study—which meant that he put in even more hard work and 
consulted still more of those whose interest was involved. 
The meetings went quickly and smoothly not because he 
avoided discussion, but because he provided the work which 
kept the discussion informed and made the opportunities for all 
whose concern was serious to give their minds to the problem 
in advance. Each year, the faculty required less than ten 
seconds to re-elect him dean after he and the clerk had with- 
drawn; this was only one of the measures of the confidence 
and gratitude of his colleagues. 

**He was ever careful of the best interests of the students 
—the mediocre and the disappointing as well as the industrious 
and brilliant. Many of the students from overseas owed him 
a particular debt, and he was much gratified when one Nigerian 
named his villa after him and sent him a photograph showing 
the name clearly marked in big letters on the gateposts. It was 
a well-conceived gesture, for Wishart was always keen to see 
people get what they desired if he thought’ that they had a 
good or even a fairly good claim. Unduly high rates of failure 
in the examinations always disturbed him, and the last 
explanation of these that he would ever accept was that the 
students were a poor lot. Even if all his colleagues did not 
accept some of his alternative propositions, they admired and 
respected his faith in the students and his advocacy of their 
Case. 

“He directed postgraduate education in Glasgow with great 
care and thought. He never allowed schemes to become 
grandiose or to flourish merely because they looked wonderful 
on paper. He was ever aware of the need to keep education 
medical and realistic as well as to have it scientific and polished. 
He admired high standards but he was critical of claims that 
overreached realities. Teachers who had something real to 
offer could always count on his welcome and his protection, 
especially if their position might have made them liable to 
be overlooked. 

“On the Regional Hospital Board he gave hours of devoted 
service, taking scrupulous care over the anxious matter of all 
appointments, including the most junior. Wishart was anxious 
to support the right cause and to do it for the right reason. 
His fairmindedness made him an ally worth having in any 
debate or administrative battle. Every now and then he would 
telephone and say: ‘ Listen now—don’t explode—just listen 
and tell me how you think this one would go...’ ‘ This one’ 
often proved to be a bureaucratic proposal that would be bound 
to rouse righteous professional indignation. ‘All right,’ 
Wishart would say, ‘ keep calm; don’t worry; I think I know 
now what to tell them. That’s all I wanted.’ And so many 
potential wrangles were happily averted by his quiet watch- 
fulness over professional interests and by the good name he 
made among administrators for his fairminded advice. 

* His colleagues know that they will miss his service and 
his leadership ; they have still to discover how great their loss is.” 


This later absorption in administration tended to divert 
attention from the merit of his earlier research. In 
assessing this work R. C. G. writes: 

“A generation or so ago medicine was still very much an 
empirical art. Many medical men viewed askance the dis- 
turbing intrusion of chemistry and of physics imto the pre- 
clinical discipline of physiology with its lusty offspring bio- 
chemistry. Wishart, on the other hand, was instinctively at 
home in the physical sciences—in chemistry, in physics, and in 
mathematics. It was very much his pleasure to apply physical 
techniques to the solution of biological problems, His studies 
with Thunberg in Lund gave him a continuing interest in 
biological oxidations and reductions and in the conditions 
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governing enzyme action. He also did some work on the 
metabolic products of muscular activity: he designed a glass 
electrode for measurements of pH. 

** Perhaps the biophysical approach appealed rather more than 
the biochemical approach. In the ’20s the impact of electronics 
on biology was just developing; everyone built a wireless 
receiving set. But Wishart turned this new hobby to good 
account in the laboratory; with an electronic oscillometer he 
made most valuable measurements of the blood-pressure in 
different parts of the human body. Quite a different style of 
gadget, but still showing the flair for the physical approach, 
was a pursuit meter, useful both in physiology and in 
psychology, and well in advance of contemporary design. 

** However, indirect calorimetry was Wishart’s real love. 
There was no longer any doubt about the validity of the tech- 
nique, but a whole host of biological problems clamoured for 
attention. The actual amount of the energy expended by 
human beings in different tasks under various conditions 
offered a wellnigh inexhaustible reservoir of topics for 
research. In the laboratory he helped to design and build a 
walking platform and a bicycle and other types of ergometer. 
The mechanical efficiency of the human muscular machine was 
a somewhat more academic problem, and the validity and 
usefulness of the conception of a basal metabolic rate was, and 
still is, both an academic and practical issue, 

“All Wishart’s scientific work had an elegance born of 
meticulous care and scrupulous precision. To this was added 
a fastidious dislike of loose assumptions, uncritical argument, 
and anything which smacked of self-advertisement. The 
work he did for his university and for the medical services was 
at the expense of scientific work of the highest calibre: one can 
well regret the scientist lost in the administrator.” 

Professor Wishart died on July 18. He leaves a widow, 
who was one of his colleagues in his department, and two 
daughters one of whom is a doctor. 


KEITH CHITTY 
M.B. Cantab., F.R.C.S. 


Mr. Chitty, who was appointed consultant surgeon 
to the Mid-Worcestershire group of hospitals last 
December, died at his home in Chaddesley Corbett, 
near Kidderminster, on July 9, at the age of 38. 

He was the son of Mr. Hubert Chitty, consulting surgeon 
to the Bristol Royal Infirmary, who survives him. He was 
educated at Clifton College, and gained an exhibition at 
Peterhouse, Cambridge, in 1938. From there he went to 
University College Hospital, where he won the Erichsen 
prize in practical surgery. He qualified in 1943, and soon 
afterwards joined the R.A.M.C. He landed in Normandy on 
D + 1 and was medical officer to the engineers who constructed 
Mulberry Harbour. He served throughout the campaign and 
later went to India. After his return in 1947, he spent five years 
as a registrar at U.C.H., serving successively under Prof. R. S. 
Pilcher, Mr. Cecil Flemming, and Mr. H. R. I. Wolfe. In 
1952 he went to the United Bristol Hospitals, and he held the 
post of senior registrar to the genitourinary department until 
1955, when he became senior surgical registrar at the Bristol 
Royal Infirmary and the Children’s Hospital. 

W. M. C. writes: 

Keith had served a long and arduous apprenticeship in 
making himself an accurate and efficient surgeon. He never 
pushed himself forward, but he was beloved by us all for his 
forthright and diligent approach to his work, and his unassum- 
ing competence made him the best of colleagues. He never 
blamed anybody else if things went wrong, and no night was 
too long or operating-list too heavy for his enthusiastic willing- 
ness to give everything he had got to serve his patients. His 
colleagues at Kidderminster quickly accepted him as an 
efficient and reliable surgeon, and he was welcomed there both 
professionally and socially. 

Mr. Chitty leaves a widow. 


Notes and News 





ASME 

Tue first conference of the Association for the Study of 
Medical Education! will be held at the Royal College of 
Physicians of London, Pall Mall East, S.W.1, on Thursday 
and Friday, Sept. 25 and 26. The theme chosen for the 
meeting is Experiment in Medical Education, 

Prof. Robert Platt, p.R.c.P., will take the chair at the opening session 
when Sir Russell Brain will give an inaugural address. Other 
speakers will include Dr. G. P. Berry (Harvard University), Sir 
George Pickering, Dr. Nicholas Malleson, Prof. G. M. Bull, Dr. 
J. N. Morris, Prof. T. Hale Ham (Western Reserve University), and 
Prof. B. Rexed (Uppsala University). 

The conference is open to members of the association and others, 
and applications should be sent to Dr. John Ellis, the hon. secretary, 
at the college. Further particulars will be found in our advertisement 
columns for July 19 (p. 38). 


BRUCELLOSIS 


THE third report of the F.A.O./'W.H.O. Expert Committee 
on Brucellosis,? drawn up at a meeting in Lima, Peru, in 
October, 1957, witnesses to the continuing great importance 
of brucella infection of animals and man in many countries 
of both hemispheres; but it also records important advances 
in the prevention and control of such infections, particularly 
in regard to bovine brucellosis (contagious abortion) in the 
United Kingdom, the U.S.A., Canada, the Netherlands, 
Scandinavia, and a number of other countries. 

In some of these the bovine disease has been eradicated, or 
almost eradicated, by means of vaccination with an attenuated 
live vaccine (S19) followed eventually by slaughter. It has been 
estimated that in the U.S.A. losses from bovine brucellosis have 
been reduced from $100 million in 1947 to $40 million in 1957, 
The disease in man has also decreased, though not always at 
the same rate: in the United Kingdom the lag, so far as can 
be ascertained, seems to be particularly great. 

With regard to the transmission of infection from animals to 
man two aspects are specially considered in this report— 
first, infection through fresh goat’s-milk cheese, which is the 
chief infecting agent in some Central and South American 
countries and elsewhere; and secondly the importance of 
previously unsuspected animals, especially the hare, as agents 
of spread. . 

The committee lay down useful criteria for judging the 
efficacy of any therapy for undulant fever—criteria which are 
particularly important in a disease which before the intro- 
duction of antibiotics often terminated suddenly and spon- 
taneously, and which under treatment by antibiotics often 
seems to behave similarly but yet relapses. The report sounds 
the salutary warning: “All forms of antibiotic therapy and 
chemotherapy currently in use are merely suppressive of the 
infection,... The indiscriminate and uncritical administration 
of antibiotics for brucellosis offers certain hazards”’. Certain 
forms of chemotherapy (streptomycin or dihydrostreptomycin 
with sulphonamides, or the tetracyclines alone) are recom- 
mended. The use of corticosteroids for tiding over the toxic 
phase is mentioned, but extreme caution is urged in the use 
of these compounds. 

In Russia an attenuated live vaccine (S19) has been used for 
the immunisation of human beings, but the committee regards 
such a procedure as still experimental. Of desensitisation 
with various antigens the committee remarks that “ adequate 
desensitisation is difficult to accomplish and is usually transi- 
tory”. But in many long-continuing cases chemotherapy is 
either ineffective or cannot be tolerated by the patient who has 
developed a high sensitivity to brucella toxins, and in such 
cases desensitisation is the only therapy available; and in the 

hands of some workers this has effectively banished the 
symptoms until the body’s defences have restored a “ com- 
1. See Lancet, June 14, 1958, p. 1261. 
2. Joint F.A.O./W.H.O. Expert Committee on Brucellosis: third report. 


“ "Tech. Rep. Wid Hith Org. 1958, no. 148, Pp. 51, 3s. 6d. Obtainable 
from H.M. Stationery Office, P.O. box 569, London, S.E.1. 
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fortable symbiosis’. On the animal side experiments on a 
large scale with the three vaccines already evolved for pro- 
tection against caprine brucellosis are urgently recommended. 

Finally in dealing with the interpretation and standardisa- 
tion of diagnostic tests, the committee emphasises the import- 
ance of stating the results of seroagglutination tests in inter- 
national units per millilitre, in order to facilitate comparison 
of data given by different methods. 


HELP FOR MOTHERS 

For the past ten years a few pioneers have offered training 
and encouragement, instead of punishment and censure, to 
mothers who are not making a success of running their homes. 
One of their early ventures, Spofforth Hall ' near Harrogate, 
which was run by the Elizabeth Fry Memorial Trust of the 
Society of Friends, had to close about a year ago when its lease 
ran out; but the Trust is now opening its successor, which will 
be known as the Elizabeth Fry Home, at West Bank, Acomb, 
York. The new premises have some advantages over the old. 
Spofforth Hall was a lovely house; West Bank is in York and 
has smaller rooms and will seem less strange to the families 
who come for training. The Trust will continue to take mothers 
accompanied by their younger children. It hopes to accept 
those who may have been before the courts on a charge of 
child neglect as well as those sent by local health authorities 
who fear the breakup of a family. As the home is within the 
city, the officers of the welfare and health departments will be 
able to take a greater part in the work than was possible at 
Spofforth Hall. 





University of Oxford 
On July 12 the degree of B.M. was conferred on the following: 


Neville Rosen, M. W. Price, E. H. Stibbe, J. R. Harper, W. P. Metcalfe, 
David Negus, Alan Percival, J. G. Wood, D. W. C. Dove, J. C. Anderson, 
James Freeman, P. D. Oldreive, R. P. Golding, W. G. Everett, J. C. Probert, 


M. J. Brown, Janet A. Bone, Julia D. Dawkins, Isabel C. A. Greig, *M. W 
Moncrieff, *John Dupré, *N. H. M McKinney, *M. E. Woolrych, *S. D 
Weisbaum, *Mignon S. Marston 

* In absentia 


University of St. Andrews 

The university court, acting with the Eastern Regional 
Hospital Board, has appointed Dr. D. M. Green, senior lecturer 
in bacteriology at Queen’s College, Dundee. With the post is 
associated an honorary appointment from the regional board 
as assistant bacteriologist with the status of consultant. 
Dr. Green will take up his duties on Aug. 1. 


Royal College of Obstetricians and Gynecologists 
On July 26 a meeting of the council was held with Prof. A. M. 
Claye, the president, in the chair. The following officers 


were re-elected: 

President, A. M. Claye; hon. treasurer, A. C. H. Bell; hon. secretary, 
Ian Jackson; hon. librarian, A. J. McNair; hon. curator of the museum, 
Alan Brews; hon. treasurer, Australian regional council, J. N. Chesterman; 
hon. treasurer, Canadian regional council, G. A. Simpson; hon. treasurer, 
New Zealand regional council, A. M. Rutherford; hon. treasurer, South 
African regional council, F. N. Charnock 


The following officers were elected: 
Vice-presidents, G. F. Gibberd, S. W. Maslen-Jones 


The following were elected to the membership: 
Sm Aiman, Prasannatissa Harischandra Amarasingh 
Barber, C Barrett, W. P. Bonnici, Jobn Breeze, J gr Bedell 
D. Pui- Chee Chan, H. J. H. Claassens, C. J. T. Craig, Dilip Ranjan Das, 
R. M. Davie, R. F. Drake, G. R. Duncan, G. H Ellidge, W. H. Fernando, 
r H mony J. MacD. G. Harley, Denys Heginbotham, J. B. Hemsley, 
Alice Hsian ien Hsu, P. J Huntingford. Sylvia R Ingold, Katherine I 
Jack, R. D. Johnstone, E. W. P. Jones, A J. Keane, A. C. Keast, D. M. D 
King, Sybil V. Kinley, Daphne Lowe, John McGlone, Sheila Malhotra, 
Gouri Sankar Mandal, D. T. Mathews, Charu Chandra Mitra, Diana 
Montgomery, W. P. L. Morrison, A. D. Muirhead, Selvino Muscat, 
ng 4g Henry Pijadasa Nanayakkara, Isabella R. Napier, 
Hannah Pash, J. H. Peters, D. W. Pfanner, Carmen M. Rant, D. M 
Reader ’. J. C. Rebello, John St George, Ajit Kumar Sarkar, P. C. 
Stitchbury, Jean O. Struthers, W. M. E weed, Radha Naravan Udipi, 
Thiagarajah Visvanathan, A. W. G. Weir, Dorothy J. Whitney, W. G. Wicks, 
Balasubramaniam Yoganathan 


British Medical Association 
Dr. Walter Hedgcock has been appointed deputy secretary 
of the Association, and Dr. D. L. Gullick and Dr. J. D. J. 
Havard assistant secretaries. 
1. See Lancet, 1953, ii, 460 


Royal College of Physicians of Edinburgh 


At a meeting of the college held on July 22, with Dr. A. Rae 
Gilchrist, the president, in the chair, the following were elected 


to the membership: 

E. Anderson, T. N. Macgregor, Wilfred Sircus, Pow Meng Yap, 
H. Kelleher, Krishna Kumar Gupta, Amin Salim Jureidini, Rathna 
Kumar Alwa, Mohammed Abdul Ghani, Mahmoud Mohamed 
Hassan, J. M. Hughes, K. J. Cullen, E. A. Kauffmann, Jyotirup Chatterjee, 
Loku Banda Tennekoon Jayasundera, J. G. Wijeyesekera, Rajeshwari 
Prasad Sharma, Nirmala Haridas Gopaldas, J. D. E. Knox, Arumakuttige 
Parakrama Jayasena Weerasekera, Raj Kishore Parida, Jacob Schneider, 
B. W. Petty, Akiwusi Abiola Akiwumi, Evelyn Hanam, D. A. Seaton, 
Catterall, J. H. A. Dwek, Ram Nath Gupta, David Zentkowsky, 
Hau Cheong Kwaan, Maung Hla Myint, Thanuvelil Scaria Koshy, Asif 
Ali Hameedi, Dharamvir Narula, Rusi Jehangir Buhariwalla, Chin Thuan 
Lee, Werner Heinrich Schutt, Harry Stark, Batukrai Gulabrai Gandhi, Yong 
Kiat Lee, Kranti Prasad Jain 


r 
M. F 


Vasant 


International Association of Gerontology 

The first meeting of the European clinical section of this 
association is to be held at Sunderland General Hospital, from 
Oct. 1 to 4. Further information can be had from Dr. E. 
Woodford-Williams, at the hospital, Chester Road, Sunderland. 


Institute of Laryngology and Otology, London 

On Friday, Aug. 8, at 5.30 P.M. at the institute, 330, Gray’s 
Inn Road, W.C.1, Dr. Ben H. Senturia, of St. Louis, will 
speak on diseases of the external ear. 


Effects of Pollution on Living Matter 

The Institute of Biology is holding a symposium on this 
subject on Sept. 25 and 26, at the Royal Geographical Society, 
Kensington Gore, London, $.W.7. Further particulars may be 
had from the secretary of the institute, 41, Queen’s Gate, S.W.7. 


Conference on General Practice 

The Medical World is holding a conference on general 
practice in the Victoria Halls, Bloomsbury Square, London, 
W.C.1, on Sunday, Oct. 26. Tickets (10s. 6d.) may be had 
from the conference organiser, 56, Russell Square, W.C.1 


The Medical Insurance Agency 

The 30th annual meeting was held at B.M.A. House, 
London, on July 24. The report of the committee of manage- 
ment disclosed new records of business done in all branches: 
new high levels of assurances have been negotiated and higher 
profits have been allocated to medical charities. The report 
ended with a claim that the agency’s work is of great service 
to the profession, that more and more doctors recognise that 
this is so, and that in reputation and esteem it has never before 


stood so high. 

Sir Russell Brain and Sir Cecil Wakeley were elected to the com- 
mittee. Retiring members re-elected were Dr. James Fenton, 
Sir Archibald Gray, Mr. A. M. A. Moore, Mr. Ronald Raven, 
Dr. Oliver Scott, Mr. Ben Thomas, and Sir Henry Tidy. Dr. Fenton 
was re-elected chairman, and Dr. Henry Robinson hon. secretary. 
The report contained an emphatic tribute to the work of the general 
manager, Mr. A. N. Dixon, and his staff. 


St. Clement’s Hospital, Bow 

King Edward’s Hospital Fund for London are to make 
a grant of £50,000 to.help the North East Metropolitan Regional 
Board in their plans for developing this hospital as a modern 


psychiatric hospital. 

The hospital already has an observation ward and a small unit for 
cases of psychoneurosis, and as the board think that in the future 
the hospital will no longer be needed for the general hospital needs 
of the area, they have decided to extend the psychiatric work with the 
ultimate object of establishing a modern neuropsychiatric centre for 
East London, which will provide full facilities for the investigation 
and treatment of all types of acute mental illness, as well as for teach- 
ing and research. As a first step it is proposed to refurbish a three- 
storey block at the hospital which is at present derelict, and to set up 
a day hospital for old people in the early stages of mental deteriora- 
tion. This unit would be combined with a domiciliary service in 
cooperation with the local authority. Apart from the day hospital, it 
is intended to provide an inpatient unit for severely disturbed young 
patients and to extend the occupational therapy and outpatient 
departments. The first stage of the plan will cost about £59,000, 
and the gift from the King’s Fund will enable the board to approach 
the Minister of Health for approval to embark on this project. 
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AL TALAN rivseciina 


BRAND OF THIOPROPAZATE DIHYDROCHLORIDE 


Dartalan provides easier control of psychoses, 
neuroses and anxiety states. It is safe, well tolerated, 
and gives consistently effective results with low 
dosage. 

Side effects are minimal. (In specially designed studies 
and clinical trials in 727 patients, no liver toxicity 
was reported. 

Dartalan relaxes the disturbed mind and invests the 
patient with a sense of well-being and normality. 


| SEARLE | G. D. SEARLE & CO. LTD., High Wycombe, Bucks 





AVERAGE DOSAGE: 
In the psychoses : 

IO mg. three times daily 
In the neuroses : 

5 mg. three times daily 
AVAILABILITY 

5 mg. and 10 mg. tablets 
in bottles of 50 and 500. 


“Registered Trade Mark 


Telephone : High Wycombe 1770 
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Benefits your patients - reduces prescription costs 


First in the field again with improvements to surgical 
stockings, Lastonet introduce a new kind of rubber 
into their elastic net. This innovation prevents the 
deterioration normally caused by exposure to light. 
Lastonet Elastic Net Stockings—already widely 


prescribed by the medical profession for their excep- 


tional comfort and efficiency—now have the added ELASTIC 
advantage of longer life and increased retention of ial STOCKINGS 


their perfect made-to-measure fit. 





The prescribing of Lastonet Stockings, while IN NYLON OR COTTON 
enhancing your patients’ health and comfort, enables Made to individual measure—for perfect fit 
d ae alvid 1eas e ) TIeEC 
you to effect economies in prescription costs. Elastic 


* 


Net stockings are,in fact, the lowest priced surgical 
LASTONET PRODUCTS LTD, 


hose avai . “r the Nation: Y: Ss 2 
hose available under the National Health Scheme. CARN BREA, REDRUTH, CORNWALL 


~) 
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Poliomyelitis- 


...an effective. pattern of protection 


The increasing use of inoculation against A pattern of protection against Polio is 

Poliomyelitis does not dispense with the | assured by using pomestTos, which destroys 

necessity for using other proved methods of | Poliomyelitis virus— 

prevention. | (a) For Lavatories. Overnight contact will 
On the contrary—such methods should be | destroy heavy soiling and give a free residual 


more widely and more thoroughly applied. 
‘In Poliomyelitis epidemics, where a large 
proportion of the virus hosts are symptomless 


chlorine content which will inactivate virus 
contaminants. The exterior of the bowl and 
the seat which frequently come into contact 


carriers—a vigorous health education pro- | with the hands of children, should always be 
gramme... directed at raising the standards | washed with a pomesTos solution. 

Of PEENOESL RIESORS ... CONMOT MGR MERERTER | (b) For the disinfection and cleaning of dishes 
to raise individual resistance to Poliomyelitis | floors, kitchen surfaces, sinks, etc. ; 
virus infection by strengthening active 


(c) For safeguarding against the infection of 
food by bluebottles, flies, vermin. 


(d) For the disinfection of yards, paths, etc, 


immunity, offers best hope of success.’ i 
For inactivating Poliomyelitis virus, 
‘Oxidising agents seem to be the most active 


chemical disinfectants.’ 2 | (e) For the disinfection and cleaning of clogged 
‘An oxidising agent of great potency is drains. 
Domestos which, when used at concentration 
of from } to 2 ozs. per gallon, provides a level | (1) “Topical Aspects of Poliomyelitis’; ‘Journal of the 
of available chlorine in the range 150 to 1,200 Royal Society of Health’ Dec. 1966. 

a ta : . | (2) World Health Organisation Technical Report Series, 
parts per million—sufficient to inactivate the No. 81, ‘Expert Committee on Poliomyelitis’. 
Poliomyelitis virus.’ 3 | (3) Domestos Technical Report D.R. 82A. 


DOMESTOS IS A PRODUCT OF DOMESTOS LIMITED NEWCASTLE UPON TYNE 6 


CONSULTANTS IN HYGIENE 
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Stop off in | 


ER 





ON YOUR WAY HOME 


m that transatlantic 
you flying? There’s a 
way of stopping off in Bermuda, too, 

for as long as you like, at no ertra cost. 
And, even if you go by sea—well, 
t be so near to a holiday 
in the sun and not go ahead and 
take it. All that vitamin D! 
Write to us for details 


Or consult your travel agent 


BERMUDA TRAVEL INFORMATION OFFICE 
Rex House, 6 Lower Regent Street, London, S.W.1 








WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


‘Collis Browne 
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The Original and 
only genuine Chlorodyne 











used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘‘Dr. Collis Browne’s’’ 


THERE |S NO SUBSTITUTE 





Safety in 
Infant Feeding 


“Evaporated milk was certainly as safe as 
national dried milk for domiciliary use, and 
better than liquid cows’ milk under poor housing 
conditions”’ 

EXTRACT FROM AN ARTICLE IN THE 

MEDICAL OFFICER, 2290; 1952 
“... we feel that evaporated milk is essentially 
safest and is the least trouble to prepare” 


EXTRACT FROM AN ARTICLE IN THE 
8.4.)., F083, 1987. 


WILTS 


UNITED DAIRIES 





REGAL FULL CREAM 
EVAPORATED MILK 


is safest because — 


# it is sterilised in the sealed can 


* its quality is controlled by the United Dairies 
Central Research Laboratory—the largest privately 
owned dairy laboratory in the Commonwealth 


“British Milk for British Babies” 















FULL CREAM 
YAPORaTED Mi 


—— - 






Send for informative booklet 


“REGAL EVAPORATED MILK FOR BABY FEEDING” to 


NUTRITION DEPT. 
WILTS UNITED DAIRIES LIMITED - TROWBRIDGE - WILTS 
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THE UNITED 


SEF 


COmPamits ("e 











Stainless Steel is a wery strong, durable material. It is easy “SILVER FOX”? 


to clean. That is why its application to hospital equipment, 
laboratory ware and hospital table ware is extending very RY 97 0s) BORSA 8 2) 27 DRY 


rapidly. It is an excellent investment. 


SAMUEL FOX & COMPANY LIMITED - STOCKSBRIDGE WORKS - SHEFFIELD 


A subsidiary company of The United Steel Companies Limited 
F440 








combination of two broad-spectrum antibiotics 


mixed infections 
high doses are necessary 


r prolonged treatment 


ple’ chloramphenicol-tetracycline 


S.p.A Milan (Italy vitaminized capsules — oral vitaminized suspension — intramuscular 





¥y 
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A practical reference manual on contraception 


modern 


; ve 
contracePe! 


MODERN 








TO GET YOUR COPY 
simply write “Modern Contracep- 
“Planned 


tive Technique” and 


{ Families’’ on your letter-heading, and 
post it to the address below 





available free to all doctors 


The Report of the Royal Commission on Population (1949) states: 
“*. .. there is nothing inherently wrong in the use of mechan- 
ical methods of contraception... public policy should be based 
on acceptance of voluntary parenthood and contraception. 


” 


These words give authoritative support to the use of conception 
control methods as a means of planning the size of the family. 


CONTRACEPTIVE TECHNIQUE presents a 


concise and compact survey of methods commonly used. There 
are notes on methods which have medical approval, and also on 
others which are medically contra-indicated. 


OIF eS OA RR IL ERR MERE Sn RR RN mT 


FOR THE USE OF PATIENTS 


PLANNED FAMILIES contains an explan- 
ation of contraceptive techniques, written 
in non-technical terms. Any number of 
copies will be supplied to doctors for distri- 
bution to their patients. 


LONDON RUBBER CO. LTD., Department 296, HALL LANE, LONDON, E.4. 





AUTOMATIC 
INJECTOR 








routine 
the 
meet 


Most are 


included in 


injections 


*Ampin 

range and all 
official requirements 

for hospital 

No wasted time 

No syringe needed 

No separate needle 

No solution to prepare 

Nothing to assemble - - - 


Nothing to sterilise 


or general 
practice 


~ IDEAL ror tHe G.P.— 
AMPINS or ERGOMETRINE 


QUICK, SURE AND SAFE 
EVEN UNDER THE WORST CONDITIONS 


Obtainable from Chemists 


A PRODUCT OF 
Cuxson, GE, , 
OLDBURY BIRMINGHAM 


Phone: BROadwell 1355 














QUIEN 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 


Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have s@nsitive skins. Queen products con- 
tain no orris in any form, nor any other 


skin irritants AND ARE RECOMMENDED 

BY THE MEDICAL PROFESSION 
Obtainable from John Bell & Croyden, fey 
50 Wigmore Street, W.1, and Se Z 


other chemists. 

Write for Price List to:— 
BOUTALLS CHEMISTS LTD. _ 
60 Lambs Conduit St., London, W.C.1 

















THE LANCET 


Annual Subscription: £3 3 0 per annum 


Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone: Norwich 20080 





WYKE HOUSE HOSPITAL 
ISLE WORTH, MIDDLESEX 
Telephone: EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including alcoholism. 


fl. G. W. SMITH, 0.8.4., M.B., CHB. 


PULLAR-STRECKER, M.D. 
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ST. ANDREW’S HOSPITAL tentatcisonoers 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 





This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
reoms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by 
the most modern methods; insulin treatment is available for suitable cases. It .also contains Laboratories for biochemical, 
bacteriological and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Llanfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who can be 
seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
Beautiful garden and own dairy in 35 acres 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physiciaons—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 





THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 








Vacancies 








ACADEMIC AND EDUCATIONAL Page Brighton. Royal Sussex County. H.O. 33 ; Liverpool United Hosps. Sr. H.O. .. 36 
SECTION 29 | Bromley, Kent. Sr. H.O. 4 . 83 | Wolverhampton. Royal. Pre-reg. 
ANESTHETICS wee “ _ nt & ¢ weeretned - RO ‘e o's v's  &@ 
Connaught, E.17. Locum Sr. H.O... 30 | Colchester oar ‘H. MC - Temp. Reg. 34 GERIATRICS 
Royal Free, W.C.1. H.O.’s . 381 | Edgware Gen. Sr. H a .* 34 | Whipps Cross, E.11. H.O. .. o 
St. Charles’, W.10. Reg. 31 | Grimsby Gen. Sr. gO. . : 35 | Glasgow. Stobhill Gen. H. o- 35 
Birmingham R.H.B. Regs. .. 32 | Harrogate & Dist. Gen. Jr. H.M.O. 35 | Hornchurch. St. George's. ‘HLM.O. 35 
—- and Lewes H.M.C. Locum -~ | > Royal East Sussex. Sr. Pes INFECTIOUS DISEASES 
Chelmsford H.M.C. Locum Reg. 34 | Hillingdon, Middx. Jr. H.M.O. .. 35 | Eastern (Fevers), E.9. H.O... .- 30 
Dudley, Stourbridge & Dist. Sr. H.O. 34 | Ipswich & East Suffolk. Br. as O. .. 36 | Cardiff Isolation. Sr. H.O. .. -. 33 
Grimsby. Gen. Reg. 35 Kettering & Dist. Gen. Sr. .. 36 | Ipswich. St. Helen’s. H.O. .. s ae 
“ne Secen H.M.C. Locum Sr. Liverpool United Hosps. ag _——— . 
. 35 | Mexborough. Montagu. Locum 8r. MEDICINE . . d 
e + Rr. H.B. Locum Regs. : 36 H.O. .2 ae, Bethnal Green, E.2. Pre-reg. H.O. .. 30 
Manchester R.H.B, P.-t. Cons, . 29 | Nottingham Gen. Sr. H. 0. .. $7 | Charing Cross, W.C.2. Reg. .. -. 30 
Manchester R.H.B. Reg. . . 86 | Swindon & Dist. H.M.C H.O.’s.. 40 | Connaught, E.17. H.O. . -- 30 
Newcastle R.H.B. Reg. , «ae Warrington Infy. Jr. HM. O. — .. $0 | German, E.8. H.O. . “* .. 30 
Nottingham City. Reg. ve a Hammersmith Hosp. '& P.G. Med. 
Nottingham Gen. Sr. H.O. . . 37 | CHEST AND TUBERCULOSIS School, W.12. Sr. Reg. .- .* 30 
Rochdale Group of Hosps. Locum Brompton, 8S.W.3. H.O.’s .. 80 | South East Met. R.H.B. ae ie 31 
Jr. 38 | London Chest, E.2. H.O.’s |. -. 30 | St Charles) W.10. Reg. -- $1 
St. Albans ( ity. Reg. 40 | Plaistow, E.13. H.O. sl — . Leonards, N.1. H.O. 31 
Southend Gen. Locum Reg. . 89] Bristol. Ham Green. Jr. H.M.O. .. 32 Mary’s Hosp. for Women & ( ‘hild., : 
Watford Hosps. Reg. > .. 40 | Chelmsford. Broomfield. Locum Sr. ‘ 13. Sr. H.O ey 31 
Wigan & Leigh H.M.C. Sr. H.O 40) Reg. : - o* . 34 | St. Stephen’s, S .W.10. _ Regs. , sig 31 
Ibadan, Nigeria University Cellege Colchester Group H.M.C. Locum Alton Gen. Sr. H.O. . -. 32 
Hosp. Regs./Sr. Regs. he Reg. .. ~ : 34 | Barnstaple. , North “Devon Infy. m 
is teen Grimsby. Springfield. Reg. .. > Pre-reg. H.( .* 32 
BIOCHEMISTRY Liverpool R.H.B. P.-t. Cons. .. 29 | Beverley. Westwood. £5 o. 
Canada. University of Alberta Hosp., Northampton. Creaton. Sr. H.O. .. 37 | Bolton & Dist. H.M.C. . i. 0.’8 .. 32 
Edmonton. Asst. Director 30 | North West Met. R.H.B. Sr. w-M.O. 29 | Brighton. Royer Sussex County. 
Fee A Salford. Ladywell. Jr. H.M.¢ 38 Pre-reg. H.O. 33 
CASUALTY Wakefield. Pinderfields Gen. Sr. H.O. 40 —* ( cauheme & Fre ne hay ‘H. M.C. vad 
Central Middlesex, N.W.10. Reg. .. 30 | Welsh R.H.B. Reg .. 40 H.O. . 33 
Connaught, E.17. Locum Sr. H.O... 30 | Wigan. Wrightington. Sr. H.O. .. 40 Bristol. Southmead Gen. Hosp. i 
Dreadnought Seamen's, 8.E.10. Sr. Group M.C, Sr. H e 33 
ir sé 31 | DERMATOLOGY Bromsgrove Gen. Sr. H.O. a ot 33 
King Edward Mem., W. Sr. ny O. .. 30] Birmingham. Skin. Sr. H.O, or H.O. 32 | Burnley Gen. H.O. + -. 33 
Ni selon: il Temperance, N.W. Sr. Sheffield United Hosps. Sr. H.0O. . 39 | Chatham. All Saints’, H.O. . 33 
H.t 31 Colchester Group H.M.C. Loc um Reg. 34 
quae Mary’s Hosp. for the East End, EAR, NOSE, AND THROAT Derby. City. Pre-reg. H.O. or Sr. H.0. 34 
E.15. Sr. H.O ‘ . $1] Brighton & Lewes H.M.C. Group Dewsbury. Gen. Pre-reg. H.O. -. 34 
Royal Free, W.C.1. Sr. H.O. 31 Hosps. Sr. H.O. .. 83 | Driffield. East Riding Gen. H.O. .. 34 
South London Hosp. for Women & Chertsey, St. Peter's, & Guildford, Dudley, Stourbridge & Dist. setae . 
Children, S.W.4. P. Sr. H.O. 31 toyal Surrey County. Locum ~~ 34 H.O ams . 34 
Wanstead, E.11. Sr. it. ipa .. 32 |. Edgware Gen. Sr. H.O. 35 | Edgware Gen. H.O. .. -» 34 
Aylesbury. Royal Bucks. Sr. H.O, .. 32 | Glasgow. Stobhill Gen. H. oO. as (Continued overleaf) 
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NEUROSURGERY 


I 


H.O 
H.oO 
»."s 
M 
® s 


OBSTETRICS AND GYN-ECOLOGY 


OPHTHALMOLOGY 


ORTHOP AZDICS 





H 
X 
“r. H.O.'s 
1] Reg 
Dy g 
M M 
} H 
.& H.O 
R.H.1 
& Pr eZ 
~ H.oO 
eg. H.O 
Inf ~ 
H.O. & H.O 
H.O 
H.O 
M — H.O 
Ho 
Ho 
( H.O 
Sr. H.O ; 
H.O 
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t P£ZDIATRICS 
North Middlesex, N.18. Sr. H.O 
Nort West Met. R.H.B P.-t. Cons 
Queen Elizabeth Hosp. for Child. H.O. 


I ss, S.E.1, & South West 
Met. R.H.B. Sr. Reg 
Chat n All Saints H.O 
Durham. Dryburn. Sr. H.O 
Leeds R.H.B Reg 
Newcastle R.H.B. & United Hosps 


iding Royal Berkshire. H.O. 


‘ New notin Tix ted Hosps. Sr. H.O 
Re 
| Royal Alexandra. H.O 
~ 0. 


f ford. Hope H 
‘ Southend-on-Sea. Gen H.O 
Wrexham. Maelor Gen. H.O 
PATHOLOGY 
London Clink Director 
2 | Royal Free, W.C.1. Sr. H.O 
> Brighton. Roval Sussex Counts Sr 
8 H.O 
@ Mancheste Booth Hall Children’s 
r Sr. H.O 
Romford. Oldchurch. Sr. H.O 
= field R.H.B. Cons 
) Voking & Chertsey Group Lab Sr 
H.O 
’ “Tt J t Newfoundland, Canada, 
) Tas ! I meceston Gen Reg 
PSYCHIATRY 
’ | St. Clement E.3. Sr. H.O 
‘ A rlese Beds rhree Counties Sr 
H.O 
: Birmingham R.H.B. Sr. Reg 
Bu & Rochdale Hosp. Groups. Reg 
' Dorchester. Herrison. Jr. H.M.O 
: Glasgow Hawkhead. Jr. H.M.O 
Hailst Sussex. Hellingly. Jr 
H.M.O 
Leeds R.H.B. Locum Regs 
| | Scotland South-Eastern R.H.B 
4 Kegs 
Scotland. Western R.H.B. Reg. 
Sheffield United Hosps. Sr. H.O 
og | South East Met. R.H.B. Cons 29 
> | St. Albans Napsbury Mental. S&r 
- H.f 
Wakefield. Stanley Royd. Jr. H.M.O 
r Sr. H.O 
“ h R.H.B. Cons 
Canada & Western Nova Scotia Clinic. 
Asst. Psycl 


ingham R.H.B. & United Hosps. 

6 =< Reg 
Hertford Group H.M.C. P.-t. Locum 
Leeds United Hosps. Reg 

Medway & Gravesend H.M.C. Locum 
‘ P.-t. Cons 
Welsh R.H.B. Cons 
, Tasmania Launceston Gen Reg. 


RADIOTHERAPY 
Marie Curie, N.W 


‘ RADIOLOGY 
Birt m | 


} H.O 

Edinburg Northern Group. Sr. H.O. 
1 SURGERY 

Hackney, E.9. H.O 
41 Highlands Gen., N.21. Sr. H.O 

Mildmay Mission, E.2. Pre-reg. H.O. 
Mile End, E.1 H.O 

remperance, N.W.1. Pre- 


> 


Aberystwytl Gen. H.O. 
Alt Henry Gauvain. Sr. H.O 
1 Aylesbu Royal Bucks & Assoc. 
H.M.‘ H.O.'s 
52 Barnstaple North Devon Infy. Pre- 
52 reg. H.O ; 
B y Accident & Surgical. Sr. H.O. 
Bedford Gen. H.O . 
Birmingham R.H.B. Reg 
Bishop Auckland. Gen. H.O — 
Bishop's Stortford Herts & Essex 
33 Get Pre-reg. H.O 


4 Blackburn & Dist. H.M.C. H.O.’s 
Bromegreve Gen. Sr. H.O. ‘ 

‘ Burnley & Dist. H.M.C. H.O.’s 

; I 


5 Cardiff Rookwood Sr. H.O. ° 
36 | Castleford, Normanton & Dist. Sr. 

H.O ° 
46 | Chichester St. Richard’s. Pre-reg. 
$7 H.O 


t7 | Colchester Group H.M.C. Locum Regs. 
7 Darlington Memorial. Sr. H.O. ° 
Derby City. Pre-reg. H.O.’s or Sr. 


8 Derbyshire Royal Infy. Sr. 
+ Gen Pre-reg. H.O. or 
+ r. Dorset County. Pre-reg. 
0 

‘0 g Gen. Sr. H.O. 
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9 


31 


$1 
3 
$4 


$6 
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Driffield. Kast Riding Gen. H.O 34 





Dudley, Stourbridge & Dist. Pre-reg. 

H.0. 34 
Edgware Gen. Locum H.O $5 
Enfield. Chase Farm. H.O. ‘4 
Epsom District H.©. s4 
Glasgow. Stobhill Gen. H.O.'s 395 
Gravesend & North Kent. Pre-reg. 

H.O } 
Hastings Royal East Sussex Pre 

ree. H.O.'s $5 
Hertford County. Pre-reg. H.O 45 
Hexham Gen. H.O 35 
Huddersfield Royal Infy. H.O. 36 
Hull Victoria Hosp. for Sick Child. 

H.O. or Locum 16 
Isleworth. West Middlesex. H.O. 36 
Leeds R.H.B. Locum Regs 16 
Leigh (Lanes) Infy. Reg 36 
Manchester Booth Hall Children’s. 

Sr. H.O. & H.O. $6 
Manchester R.H.B. Reg 36 
Manchester K.H.B. Reg. 36 
Manchester Royal Manchester Child 

ren’s. Locum Reg 36 
Manchester. West Manchester H.M.C. 

Sr. H.O 37 
Newbury Dist. Locum Sr. H.O. 37 
Newcastle Gen. H.O x7 
Norwich Norfolk & Norwich H.O. 

& Locum Ree 37 
Nottingham Children’s. Sr. H.O. 17 
Nottingham City sr. H.O ‘ 37 
Nottingham Gen. Sr. H.O. & Pre-reg. 

H.O.'s 7 
Oldham & Dist. Gen. H.O.’s 7 
Oldham & Dist. H.M. Locum Sr 

10 $8 
Oldham Royal Infy H.O.'s 38 
Oxford R.H.B. Reg aa 38 
Paisley. Royal Alexandra Infy. H.O.’s 38 
Plymouth South Devon & East 

Cornwall. Pre-reg. H.O — & 
Portsmouth Group H.M.( Pre-reg. 

. _ 

toyal Infy. H.O . on 

, Surrey Royal. Reg. . $8 

East Surrey Pre-reg. H.O. 38 

& Dist. H.M.« H.0. ‘ 38 

Rochford Gen. Essex. Sr. H.O. $8 

Romford. Oldchurch H.0.'s 38 

Romford. Victoria. Temp. Reg. . $8 

Rotherham. Reg. 38 
Rugby. Hospital of St. Cross Pre- 

reg. H.O. 38 


Scotland. South-Eastern R.H.B. Reg. 39 
Scunthorpe. War Mem. Sr. H.O. or 


Pre-reg. H.O. ‘ 39 
Scunthorpe. War Mem. Pre-reg. H.O. 

or Sr. H.O. : 39 
Sheffield United Hosps. Reg. — = 
Shrewsbury Royal Salop Infy./Cop- 

thorne H.O . 39 
Shoreham-by-Sea. Southlands. H.O. 39 
Slough. Upton. Locum Sr. Reg. 38 
Southend-on-Sea (ren. Locum &r. 

Reg. 39 
Southport Gen. Infy. H.O. 39 
Stockport. Stepping Hull. H.O. ce” oe 
Stoke-on-Trent. City Gen. Sr. H.O... 40 
Stoke-on-Trent North Staffs. toyal 

Infy. H.O. ; 39 
Torquay. Torbay H.O. 2 ai 


Walsall H.M.( Locum H.O. sd 

Watford. Peace Mem. Pre-reg. H.O. 40 

Weston-super-Mare Gen. Sr. H.O. & 
). 


Pre-reg. H.( ; : 40 
Wolverhampton. New Cross. Pre- 
ree. H.O. 40 


Wolverhampton. Royal. Pre-reg. H.0. 40 
Worcester Royal Infy. H.O. .. . 

Worthing. H.O. , os 
Wrexham. Maelor Gen. & War Mem. 


Pre-reg. H.O.'s 41 
THORACIC SURGERY 
Brompton, 3.W Reg. 30 






Sr. H.O. or Reg. 30 
Regional Thoracic 


London Chest, 
Harefield Hosp. 


Surg. Unit teg. or . 35 
Ilkley. Middleton. Sr. H.O. s+ 2 
Sully, Glam. Sr. H.O. - 40 
Wakefield. Pinderfields Gen. Sr. H.0. 40 
Wolverhampton. Royal. H.O. os €0 
UROLOGY 
Leeds R.H.B. Reg. , we eo 36 
PUBLIC APPOINTMENTS 41 
GENERAL PRACTICE 42 
NON-MEDICAL 42 
MISCELLANEOUS 42 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 
by appointment, 
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Hospital Services: Senior Appointments 





~ ROYAL COLLEGE OF PHYSICIANS OF | LONDON 








rt ext EXAMINATION f the MEMBERSHIP will commence 
( MONDAY, 29TU SEPTEMBER, 1955 

I spective andidates wsked 1 ste that entries accom 
panied by the certific ‘ testimonials and the Examination 
fee of 15 guineas as required by the Bye-Laws, must reach the 
College not later than first post on R,. mday, Ist September 95% 
Candidates must have bee d for 18 months 

Candidates who propose to submit Published Work under the 
regu quired to give 28 days’ notice, and should 
apply he Registrar, without delay, for detailed 
instr procedure they should follow. Completed 
ent Work must also reach the College not 
later t 1 Monday. Ist September, 1958 





HAROLD BOLDERO, D.M., Registrar 
12, Pall Mall East, London, 8.W.1 
ANASTHETICS COURSE 


URSE OF LECTURES, DEMONSTRATIONS AND 





I I graduates preparing for h diy 
al eld from 13TH to 24TH OK rOBER, 1958. 
nd demonstrations £15 15s 
! ussion groups £10 10s 


be obtained from 
esthetics, Royal 


flelds, Lor 


nd application forms may 

ulty of Am 

! gland Lincoln's Inn 

‘ ‘HOLborn 174, extension 23 

INSTITUTE a PUBLIC HEALTH AND 
HYGIENE 


a Secretary Fac 





Wold (T 
THE ROYAL 











THE DIPLOMA IN PUBLIC HEALTH 
HI PLOMA IN INDUSTRIAL HEALTH 
The next RSES OF INSTRUCTION for the above Diplomas 
“ mmence n 127 SEPTEMBER, 1958 Puition may be 
taken whole-time or part-time 
P | tu roilment forms, and full det may be 
obtained fro the Deane 23, Queen-square London, W.C.1 
relephone TER inus 47886206 
UNIVERSITY COLLEGE HOSPITAL 
MEDICAL SCHOOL 
MEDICAL UNIT 
ApI tions are invited for the post of ASSISTANT in the 
Mi ’ I t | Dt ment which is Lecturer grade, 
v be av ble fr Ist October, 195%. 
= ry within the range of £1150, rising by annual increments 
Of L1LOU to HITS04 with superannuation benefits and university 
lowanes 
Applicat wit iam f 2 referees, should be sent to the 
- tal f University College Hos Medical School, 
I st | treet, Lond W.C.1, not later than 14 days from 
the f this advertisement 
‘AUSTRALIA— “UNIVERSITY OF MELBOURNE 
CHAIR OF OPHTHALMOLOGY 
Application ire invited for the joint position of Professor of 
Ophthalmolog nd Director of Research of the Ophthalmi 
it rch Institut f Australia 
rhe sa vy will be £€A4500 p.a., and superannuation similar t 
F.S.8,1 Cire Britain will be provided 
Furt! ition and conditions of appointment may be 
obtained fr the Secretar Association of niversities of tl 
British Commonwealtt sf Gordon-square, London, W.C.1. 
Applications se in Australia and London on 15th November, 
1058 
LONDON SCROOL OF HYGIENE AND TROPICAL 
MEDICIN nd THE ROYAL FREE HOSPITAL a BS MEDICINE. 
tions ar vited for the post of LECTURER IN PRE- 
MEDICINE rhe OP or its 


Applic 
VENTIV} 


AND SOCIAL 
‘ ntial he appointm 


1 


ent will be for 2 years in the 








he scale £1150-£100-£1750, with family 

ition under F.S.S,1 Duties will include 

the London School of Hygiene and 

) l ine undergraduate teaching at the Royal 

Free ‘i spital "School of Medicin Opportunities will be given 

fo esearcl Dut ies will begin on Ist October, 1958, or as soon 
fterward 1 rossi ble 

Applica ns should be submitted by letter to the Dean. 

London scl l f Hy ne and Tropical Medicine, Keppel 





eet, London, W.C.1, not later than 29th August, 1958 


THE UNIVERSITY OF MANCHESTER. Applications 














are invited for the post of SURGICAL TUTOR. Salary £1050 p.a 
with membership of Children’s Allowance Scheme The Tutor 
“ be required to give instruction in practical surgery and 
vise ti tudies of students during their period of clinical 
apl tices! In m the Tutor will be required to take 
part in the clinical rch activities of the Department of 
Surgery \ gher tion in surgery will be considered an 
rivantage 
Applicati 1 sent not later than 16th August to the 
Registrar, the University, Manchester, 13, from whom further 


ipplication may be obtained 
ANDREWS. The University 
Andrews invites applications for 
BACTERIOLOGY in Queen's 
Andrews. Salary £900-£100 
according to qualifications 
allowance; grant towards 
ippointed will receive an 
astern Regional Hospital 


particulars and forme of 
UNIVERSITY OF ST. 
Court of the University of St 
pointment as LECTURER IN 
llege, Dundee, University of St 
900 (efficiency bar £1400) 
cad experience F.S.S.1 family 
expenses of removal rhe person 
honorary appointment from the E 
pene 8 Assistant Bacteriologist 

Applications (8 copies), with the names of 3 referees, to be 
lodged with the undersigned not later than 3ist August, 1958 

PATRICK CUMMING, 
Joint Clerk to the University Court. 

, Dundee. July, 1958. 


ay 
Co 
#1 placing 


Queen’s College 


Applications are invited for 
of the Department of 
it will be for 1 year in 
st October 1958 I'he 


QUY'S HOSPITAL, 8S.€.1. 
the post of ASSISTANT to the 
Obstetrics (half-time Phe appointme 
the first instance with duties from 
salary will be £975-£50-4£1375 

Forms of 


lirector 











»btainable from, and should be 
lodged with, the Dean, Guy Hospital Medical School, London 
Bridge, 8.E.1, not later than 12th August, 1958 

LONDON CLINIC. (164 Beds.) Applications are invited 
for the post of DIRECTOR of the Department of Pathology 
Applicants must be registered medical practitioners with a wide 
pathology The successful indidate will be 
tributory superahnuation scheme if not 
a member There will be ample security of tenure of 
nt. The total emoluments will depend on qualifi 
xperience, but will not be less than £4000 p.a., 


application are 





experience in 
required to 
already 


join a cor 





ris ing to £5750 p.a 

Applications 
ind present : 
should be forwarded to the 
place, London, W.1 
NORTH WEST METROPOLITAN REGIONAL HOSPI- 
rAL BOARD. 

1. CONSULTANT PACDIATRICIAN, 2 half-days a 
Royal Northern Hospital, Holloway, N.7 (277 Beds 

Applications before Ist September, 1958 


stating age qualifications and details of past 
er with the 
London Clinic, De 


names of 3 referees 


ippointments, togeth 
vonshire - 


Secretary, 


week, 





2. ASSISTANT CHEST PHYSICIAN, whole-time, Senior 
Hospital Medical Officer grade, Ashford Chest Clinic, Ashford 
Hospital, Middlesex Candidates should have good general 
medical experience and special experience in treatment of tuber 


and diseases of the chest 

ions before 3rd September, 1958 

and Clinic may be visited by direct appointment 
returnable to Secre- 
Hospital Board, 11a, 


culosis: 








4 lication forms obtair rable 
tary North West Metro i 
Portiand-place, W.1 
CARDIFF. THE UNITED ogg ae A thal AND 
THE WELSH REGIONAL HOSPITAI Ot DAR plic ations are invited 
for the appointment of CONS{ YTANT OPHTHALMOLOGIST 
MAxin rt-time hae ae mt nt with the United 
Cardiff als and 4 with the Regional Hospital Board. 





sessions 





Detailed ap plications (1. copy only giving full details of 
qualifications and experience, and the imes of 3 referees, should 
be forwarded to the Secretary to the Board, United Cardiff 


Hospitals, Cardiff Royal Infirmary, Cardiff, within 14 days of 

the appearance of this advertisement. 

AERTFORD GROUP HOSPITAL MANAGEMENT COM- 

MITTEE Locum RADIOLOGIST required Ist-2I1st [September, 

1958. Part-time, up to 9 sessions per week (4 sessions Bishop's 

Stortford Hospitals and 5 sessions Hertford County Hospital). 
Applications to Group Secretary, Hertford County Hospital, 


Hertford. Telephone Hertford 227 


LIVERPOOL REGIONAL HOSPITAL BOARD. Broad- 
GREEN HOSPITAL, Regional Thoracic Surgery Unit. Applications 
are invited for the post of Part-time CONSULTANT PHYsSI- 
CLAN, giving 4 notional half-days at the above unit. The success- 


ful candidate will work under the genera! direction of the existing 
Consultant Physician. The duties will include medical 
consultative advice concerning the cases submitted for surgery, 
and also the assessment of both respiratory and cardiac 
admitted to the Regional Thoracic Surgery Unit. Applicants 
must have a higher qualification in medicine and should have 
considerable experience in modern techniques of cardiac and 
respiratory assessment. 


Senior 


cases 





Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 55, Castle-street, Liverpool, 2, to be returned not later 
than 23rd August, 1958. 

VINCENT COLLINGE, Secretary to the Board. 


BOARD. 


MANCHESTER REGIONAL HOSPITAL 
AN -ESTHE- 


Additional maximum Part-time CONSULTANT 
TIST, Burnley and “District Group of hospitals (Burnley 
General, Victoria, Reedyford (Nelson) Hospitals, &c.). Wide 
experience, higher qualifications essential; appointee to live in 
or near Burnley. 

Application forms from the Senior 
Officer to the Board, Cheetwood-road, 
returned by 19th August, 1958. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTE! Locum CONSULTANT RADIOLOGIST 
required week commencing Ist September, 1958, for up to 7 
sessions. Salary according to grading. 

Please apply to Group Secretary, 20, 
Kent, stating days available 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT PATHOLOGIST-IN-CHARGE required 
7th February, for the Lincoln and Grantham Group of hospitals. 


Administrative Medical 
Manchester, 8, to be 


Star-hill, Rochester, 


Application forms and further details from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
joard, Old Fulwood-road, Sheffield. Forms to be returned by 
23rd August, 1958. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time CONSULTANT PSYCHIATRIST for child-guidance 
work at the Crayford Child Guidance Clinic, Woodside-road, 
Barnehurst, Kent, which is administered by the Kent Education 
Committee. Previous experience in child guidance is essential 
and candidates should preferably higher qualification 
and hold the Diploma in Psychological Medicine. Candidates 
may visit the Clinic. 

Applications, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
or national service, together with the names and addresses of 
3 referees, should be sent to the Secretary, Advisory Appoint- 
ments Committee, South East Metropolitan Regional Hospital 
Board, 11, Portland-place, W.1, by 16th August, 1958. 
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SOUTH EAST ate tape adiboey REGIONAL HOSs- 








PITAL BOAI ADI é fi in appointment as 
W hole-time CONSULTANT PSYCHIATHIS1 at Darenth 
Park, Dartfor Kent, w s used for the treatment of mental 
defective patients The post w rry with it duties as Deputy 
Me il Superintendent nd the selected candidate will under 
take s as ju i. Candidates should possess a 
D.P.M f lalification; mental deficiency 
exper ss ndidates should have had 
x psy itric therapeut procedures 
Ace “latio vailable and 
Hospita The nt will be in 
: litior e of hospital 
T (Eng nd Wales 
4 re we, sex, qu 
x ‘ g f ent at ' 
\ Fy t i 
ees uld be s to t Secretary, Adv 
( e Sout East Met n Regiona 
! | \\ by 16t rust. 1958 
SOUTH SOMERSET CLINICAL AREA South Western 
, L Host! ‘LF Ap re invited the 
, t t South Ss rset 7 Area of a CON 
Stl ANT PHYSICIAN wit interest in geriatr rhe 
t t1 I ! t e-time or max un 
I lid Ww hav 
‘ w re ‘ I nd Some t 
I l as ) H i i 
i “ re I dt v t 
i} Rewiona 
x ue ‘ i | ‘ ¢ 2 
= f I T, IH ap 
| | ° ter ¢ 


y 4 Augu 
WELSH REGIONAL HOSPITAL _————. are time 





CONSUI ANT CHII Psy HIATRIST . : new post 
t - ! ‘ ree a leve p Child 
( s "4 j te if 
5 ( H y i i 
K ! wid xp 
x f = Ad 4 
M (tt fl r Park. Cardiff 


WELSH Ln es tees ~~ yi BOARD Consultant 








MTOLOGIS M ‘ e Hospit 1 wemer 
‘ tt | vi ‘ Hos} P visite ¢ 
= fu i a bee 
i) < Ximu i 
\ t 2 ‘ t ~ ‘ Ad: Med l 
Offices Reg H spit Board i » 
‘ ! T 
WELSH REGIONAL HOSPITAL ee Locum Tenens 
CONSULTAS OBSTETRICIAN AND GYN-ECOLOGIST 
M \ \ iw k wing lit August, 195s 
f to Senior Administrative 
‘ Or ft a , " 
CANADA USvenes sv yo ALBERTA HOSPITAL, 
’ ¢ “ASSISTANT Die TO! of the Department of 
‘ ’ t ~ luties w t of i with 
| v “ ble -- , a 
Ff i teacl A teact 
{ Al t Med 1 School, 
‘ ust here 
Inna ro} rT 
leg l { ye ‘ 
t re x try I will be 
re g M.! I F.R.C.1] loctorat 
aes Mi x 40 i but not 
> $12 a | I t ls may be 
I I J. King, | “ Med ] 
e i W.12.1 i Eng i 
e Medical Suy ndent 
! 4 H Pa af leta nd ames 
CANADA. weorenn NOVA SCOTIA CLINIC ee 
vited a ASSISTANT PSYCHIA Rist 
nment t rut j Nov i he 
‘ 1 first t ma be 
led | g pletior riod 
] nt p t itial 
" K lidates j 4 D.P.M. 
k f Dire \ t N Scotia 
( L ©. Box 249. Dig va Scotia. Canad 
“Hospital Services: Junior Appointments 
pt nig x" GREEN HOSPITAL, Cambridge - -road, 
HOUSI SURGEON yvi ue batetrics, 
ADI tating experie vith copies of 2 testimonials, to 
Hospit Seng 
BETHNAL GREEN HOSPITAL, Cambridge Heath- 
r E.2 HOUSE PHYSICIAN, pre-registration post vacant 
lith Aug 1958 
‘ tating ex of 2 testimonials, to 
Hospit = 
GERMAN NOCHE AL, dT pee E 8 (General—167 Beds.) 
Ar ef ippointment ow Vacant 
f Keg d HOL =} HY y <i AN hould be ent to Group 
~¢ t H kne H I , BD t litt August, quoting 
GH, HI 





BROMPTON HOSPITAL, 8.W.3. Applications invited 
for the post of NON-RESIDENT HOUSE PHYSICIAN for 
which there are 3 vacancies, for 6 months from Ist October, 1958. 
Duties include work in outpatient department and wards. 
Salary at the rate of £577 10s. p.a 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, 
by 9th August, 1958, to KENNETH A. F. MILES, House Governor, 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of SURGICAL REGISTRAR (whole-time) rhe 
appointment is for 1 year from 22nd September 1958, with 
eligit lity for reappointment. Candidates must hold the diploma 
of F.R.C.S 

Applications, stating age 
and appointments held, toe I 
9th August, 1958, to KENNETH A. F. MILes, House Governor 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10 NORTH WEST METROPOLITAN REGIONAL HOSPITAI 
BOARI Whole-time REGISTRAR required, 1 year in first 
for Casualty Department, with secondary work 
Resident when on duty. 





, Qualifications with dates, nationality 
ther with copies of testimonial by 









Traumatic Unit 
Duties teaching hand = outpatient clinies, and 
occasi r of convalescent ospital Post vacant Nov- 
‘ ber may be visited 4 dire« ippointment 
cation formes fron ind returnable to, Group Secretary, 
c* Middlesex Group Hospital Management Committee, 





Aueust, 1958 


Full-time Medi- 


Park Royal, London, N.W.10, by 18th 
CHARING CROSS HOSPITAL, W.C.2. 


CAL REGISTRA non-resident renable from Ist October, 
1958, for 1 year in the first instance, with eligibility for renewal. 
Applications, on forms obtainable from the undersigned, to 
be returned b 18th August, 195% 
FRANK HART, Secretary to the Board 
ae agg tet HOSPITAL, Waithamstow, £.17 (123 
: Hol =] PEs TECCI AN sequined 5 ra period of 6 month 





7 “ t 2ist August, If ‘ 

plications, with full de A. ~~ f 2 recent testimonial 
shou be sent immediately to Secretary, Forest Group Hospital 
Management (Committee Langthorne-road, E.1 


l 
CONNAUGHT HOSPITAL, Walthamstow, £.17. Locum 
RESIDENT AN-ASTHETIST Senior House Officer) required 
from 18th August to Ist September 
Apply Secretary, Forest Group Hospital Management Com- 
ttee, Langthorne-road, E.11 


mi 
CONNAUGHT eoorey AL, Lge = en E.17 Locum 
CASUALTY OFFICER (Set House Officer) required fron 
18th Auguat to Sth Septen ber 
Apply Secretary, orest Group Hospital Menagement Con 

mittee, Langthorne-road, E.11 
EASTERN HOSPITAL , eae y London, E.9. Registered 
HOUSE A hie ei Dut ies may include some work in Chest 
Unit Fic ‘ rraduate study 

] Group gts Hackney Hospital, E.9, quoting 


Apply 
EH HO 
—o_ HOSPITAL, SOneen, E.9 

itions § fre registered practitior s for appo 
6-month resident post * HOUSE st RUG EON with duties in 
E.N.1 Plastic Surgery, Orthopedic, Skin, and Casualty Depart- 
ments, should reach Secretar above address, by 12th August 
jueting HH OO 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 


(857 Beds.) Appli- 


intment to the 





MEDICAL SCHOOL, Ducane-road London W.12. Whole-time 
NON-RESIDENT SENIOR REGISTRAR (Department of 
Medicir required 

Deta iled ipplications, names 2 referees, to Secretary, Board of 
Governors, The Hammersmitt West m and St. Mark’s 
Hos} ils, Ducane-road, London, W.12, as soon as possible 





HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21. HOUSE SURGEON (Senior House Officer grade) required. 
Duties mainly orthopedic, some E.N.T. and emergency general 





surgery ~ Me operating -theatre. Outpatient and Casualty 
Department 
Appli ior with copies of 3 testimonials and name and 


address of 1 referee, to ‘Th pital Secretary 
KING EDWARD MEMORIAL HOSPITAL, Ealing. Senior 
HOUSE OFFICER required Ist September, 1958, at King 
Edward Memorial Hospit il for duty in Ca ie ind Fracture 
Departments Recognised for 6 months asualty work for the 
F.R.C.S, examination. Resident or non-resident 
Applications giving age nationality, qua 
experience, with dates, to Group Secretary, South West ‘Mid. ihe 
sex Hospital Management Committee, West Middlesex Hos- 
pital, Isleworth, by 7th August, 195% 


LONDON CHEST HOSPITAL. 


lifieatio ind 


Hospitals for Diseases 


OF THE CHEST ? vacancies (1 resident, 1 non-resident) occur 
lat October, 1958, for HOUSE PHYSICIANS Appointments 
for 6 months. 4 in London, 2 at the Country Branch, near 


) and post graded as House Officer Duties include 
work in the Outpatient Department and Special Clinics as well 
a mn wards The resident post will be attached to the Cardio- 
logical firm during the 4 months in London. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 20th August, 

J. Kopsins, House Governor, 





London Chest Hospital, E.2 
LONDON —s HOSPITAL. 
oF THE CHEST. vacancy occurs Ist October, 1958 for 
RESIDENT st Rein AL OFFICER, Appointment for 6 
months, with prospect of renewal. Post graded as Senior House 
Officer. or Registrar, according to qualifications and previous 
survical experience 


Hospitals for Diseases 


of birth, qualifications with dates, 


Applications, stating date 
and previous appointments held, with copies of 3 recent testi- 
monials, should reach the undersigned not later than 20th 
August J. Ropsins, House Governor, 


London Chest Hospital, E.2. 








~~ mt 
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DREADNOUGHT SEAMEN'S HOSPITAL, Greenwich, 
S.E.10 CASUALTY AND RECEIVING ROOM OFFICER 
(non-resident) required on Ist September. Post recognised by 
the Royal College of Surgeons. Salary £819 10s. p.a. 
Applications, stating age, nationality, qualifications and 
experience, with the names of 3 recent referees, should be sent 
to the Secretary at the above address not later than 16th August 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, Hamp- 
stead, N.W.3. HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT MEDICAL OFFICER 


(House Officer grade) required. 

Applications, with copies of testimonials, to the Administrative 
Officer 
MILOMAY on grongy HOSPITAL, Austin-street, London, 
E.2 Tier s are invited for the pre-registration post of 
RESIDENT HOt SE SURGEON (post recognised for F.R.C.S.) 
vacant on 3ist July, 1958. Candidates should be in sympathy 
with the evangelical Christian aims of the Hospital 

Applications and references to be addressed to the Medical 
Superintendent as soon as possible 
MILE END HOSPITAL, Bancroft-road, London, €E.1. 
(479 Beds. HOUSE SURGEON pre or post-registration ) 
Post vacant 20th August, 1958. 

Application forms, obtainable from Physician-Superintendent 


to be returned by &t August, 1958, with copies of not more 
than 3 testimonials 

NATIONAL TEMPERANCE HOSPITAL, 
road, N.W.1 General Hospital of 158 Beds 
invited t« undermentior p 


CASUALTY OFFICER (ser 


Hampstead- 
Applications are 
fill the 


yuse Officer Resident or 





i-resident Non-resident es required to undertake 
n night and weekend dutic 

HOI Sk SURGEON (general Pre-registration post. Vacant 
17th September Applications by post-registration candidates 
will also be onsidered 

Applications, stating age, qualifications and experience, to 
gether with the names and iddresses of 2 referees, to be for- 
warded to the Hospital Secretary by 12th August 


NORTH MIDDLESEX HOSPITAL, London, N.18. Senior 
HOUSE OFFICER paediatrics resident, required for Ist 
October Locum 13th—30th September Appointment for 6 
months in the first instance, with possible extension to 1 year 
Previous experience desirable. Recognised for D.C.H 





Applications, giving full particulars, with opies of recent 
testimonials and or name f 2 referees, to Secretary of Hospital, 
by 13th August 
PLAISTOW HOSPITAL, Sameson-street, E.13. (211 Beds.) 


ations are nvited for the 
OFFICER ane registration or pre 
6 months ce October 
Unit and Infectious possible, 
be preceded by 2 weeks’ Locum some experience in diseases o 
the chest desirable The position offers rtunity for 
experience n general medicine 
Applications, with copies recent 
Secretary by 13th August, 1958 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 


Applic 
HOU! 
post) for 


appointment of RESIDENT 

registration second 
1958, in the Chest 
ippointment to 
f 


imencing Ist 
Lise wes Unit (if 





good oppo 


testimonials, to Hospital 


Hackney-road, | Shadwell, E.1; and BANSTEAD, SURREY 
HOUSE OFFICE i appointment for 2 consecutive periods of 
6 months, commencing Ist October, 1958; first period House 
Physician Hackney -road 6 months second period House 
Surgeon, Hackney-road 2 months and Casualty Officer 
Shadwell (4 months 


ageeenene forms may be obtained from the Secretary at 
Hackne road, and ould be returned, with not more than 3 
testimonials, not 16th August, 1958 


QUEEN MARY'S HOSPITAL hy = THE EAST END, 


later than 





Stratford, E.15 SENIOR CASI sTY OFFICER (Male or 
Female, Senior House Officer a for 1 year commencing 
19th September, 1958. Post recognised for F.R.C.S. (i half 
the year is recognised as casualty and half as general surgery 

Applications, with names of 2 referees, to Hospital Secretary 
by 15th August, 1958 


ROYAL FREE HOSPITAL, Gray's Inn-road, W.C.1. 





Applications are invited from registered medical practitioners for 
the p f RESIDENT PATHOLOGIST (Senior House Officer) 
The post is for 1 year from Ist October, 19 Salary and condi 


is laid down by the Ministry of Health 
iined from the Secretary to the 


om they should be returned not later 


tions of service 

Application forms may be obt 
Board of Governors, to wl 
16tl August 1958 
ROYAL FREE HOSPITAL, Gray's Inn-road, W.C.1. 
Applications are invited from registered medical practitioners 
for the post of SENIOR CASUALTY OFFICER. The appoint 
ment is full-time, resident, for 6 months, duties to commence on 
Ist October, 1958. and conditions of service in 
with those laid down by the Ministry of Health for Senior 
Officers 

Application forms may be 
Board of Governors, to whom they 


than 


accordance 


House 


Salary 


to the 
later 


»btained from the Secretary 


should be returned not 


than 15th August, 1958 
ROYAL FREE HOSPITAL, Gray's inn-road, W.C.1. 
Applic we are invited for the post of SENIOR RESIDENT 


duties to 
with the 


is for 6 months, 
accordance 


AN /STHETIST ae 
commence tet October, 
Ministry of Health oa for 

Application forms may be 
joard of Governors, to whom they 
than 20th August, 1958 
ROYAL FREE HOSPITAL, Gray's Inn-road, W.C.1. 
({pplications are invited for the post of JUNIOR R ESIDENT 
AN AZSTHETIST rhe appointment is for 6 months, duties to 
commence Ist October, 1958 Salary in accordance with the 
Ministry of Health scale for House Officers. 

ope ation forms may be obtained from the Secretary 
Board of Governors, to whom they should be returned not 
than 20th August, 1958. 


appointment 
1958 Salary in 
House Officers 
obtained from the Secretary 

should be returned not 


to the 
later 


to the 
later 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved establishment at the Bermondsey and Southwark 
Group of hospitals, for duties at New General Hospital, 
Avonley-road, 3.E.14, as from Ist October, 1958. The appoint 
ment will be in accordance with the terms and conditions of 
service of hospital medical and dental staff (England and Wales), 
and will be for 1 year in the first instance 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 16th August, 1958 
SOUTH LONDON HOSPITAL FOR WOMEN AND 


Cross 





CHILDREN, Clapham Common, 8.W.4 Applications are invited 
from registered Women practitioners for the post of Part-time 
NON-RESIDENT CASUALTY OFFICER Senior House 
Officer grade) to attend every morning rhe appointment is for 
i period of 6 months commencing Ist October, 1958 
Forms of application from the Secretary 

ST. ANN’S GENERAL HOSPITAL, The Green, N.15 
Applications are invited for the appointment of RESIDE NT 


HOUSE SURGEON (third post) to above Hospital for a period 
of 6 months from 23rd August, 1958 

Application form from Secretary, Tottenham 
Management Committee, to be returned by 15tl 
ST. CHARLES’ HOSPITAL, Ladbroke- 


176 Beds.) Applications are invited for the post 
REGISTRAR in Anesthetics (non-resident 





Group Hospite al 
August, 195 
grove, W416. 
of Whole-time 
Recognised for 


D.A Post vacant Ist November 4 General Hospital with 
departments of general, orthopedic, thoracic and plastic surgery. 
Hospital may be visited by direct appointment. 

Application forms obtainable from and returnable to Secre- 
tary to Committee Paddington Group Hospital Management 
Committee, Harrow-road, W.9, by 20th Augus t 
ST. ho HOSPITAL, Ladbroke-grove, W.10. 
(576 Beds.) pplications are invited for the post of Whole- 
time REGISTItAR in General Medicine Post vacant mid 
October Hospital may be visited by direct appointment. 

Application forms obtainable from and returnable to Secre- 
tary to Committee, Paddington Group Hospital Management 
Committee, Harrow-road, W.9, by 20th August. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
976 Beds.) Applications are invited for the post of Whole- 
time REGISTRAR for orthopedic, fracture and plastic wards 
(60 Beds). Applicants must hold F.R.C.S. and have preferably 


visited by 


had experience in these specialties. Hospital may be 
direct appointment. 

Application forms obtainable from and returnable to Secre- 
tary to Committee Paddington Group Hospital Management 


(Committee, Harrow-road, W.9, by 20th August. 


ST. CLEMENT'S HOSPITAL, 2a, Bow-road, London, E.3. 
SENIOR 


BOW GROUP HOSPITAL MANAGEMENT OMMITTEER. 
HOUSE OFFICER required for observation ward and Psychia- 
tric Unit. Resident or non-resident. Regular case conferences 


ire held with visiting Consultant Psychiatrists from the London 


and Claybury Hospitals, and facilities exist for postgraduate 
study The post is recognised for D.P.M. regulations. 
Applications, giving full details and the names of 2 referees, 


to Group Secretary, Committee Offices, 2a, Bow-road, London, 
E.3, within 2 weeks of publication of this advertisement. 

ST. LEONARD'S HOSPITAL, Nuttali-street, London, N.1. 
General—192 Beds Applications are invited from registered or 
provisionally registered medical practitioners for the post of 
HOUSE PHYSICIAN for 6 months 


to be sent to the Hos- 





itions, with 2 recent testimonials, 
pital Secretary by 16th August, 1958 Applications may be sent 
n pending the qualifying examination results being known, and 


provided these are available at the date of interview 

ST. MARY'S HOSPITAL FOR WOMEN AND CHILDREN, 
Upper-road, Plaistow, London, E.13. RESIDENT SENIOR 
HOUSE OFFICER (general medicine) required for period 46i 
12 months, commencing 14th September, 1958. 


Apply to Hospital Secretary, naming 3 referees, by 9th 
August, 1958. 
ST. NICHOLAS HOSPITAL, Plumstead, S.E.18. House 


SURGEON. Vacant 18th August. 6 months’ appointment. 


Approved for pre-registration service and recognised for 
} 4 ~ 

anlar to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 
ST. STEPHEN'S HOSPITAL, Cheisea, 8.W.10. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICA 
REGISTRAR. General medical duties (some tuberculosis). 
Non-resident. 

Application forms from the Group Secretary, St. Luke’s 
Hospital, Sydney-street, London, S.W.3 
ST. STEPHEN'S HOSPITAL, Cheisea, S.W.10. South 


HOSPITAL BOARD. MEDICAL 


WEST METROPOLITAN REGIONAI 
REGISTRAR. General medical duties. Non-resident. 
Application forms from the Group Secretary, St. Luke’s 


Hospital, Sydney-street, London, S.W.3. 
ST. THOMAS’S HOSPITAL and the 
METROPOLITAN REGIONAI HOSPITAI BOARD. 


SOUTH WEST 
(Joint appoint- 


ment.) Whole-time SENIOR REGISTRAR to the Children’s 
Department at St. Thomas's and Lambeth Hospitals, for 1 
year in the first instance from Ist October, 1958. 8 sessions per 
week at St. Thomas’s Hospital and 3 sessions per week at the 
Lambeth Hospital 

Applications (9 copies), naming 3 referees, to the Clerk of the 
Governors, St. Thomas’s Hospital, 8.E.1, by 19th August, 1958. 
WANSTEAD HOSPITAL, Hermon Hill, London, E.11. 
(191 Beds.) HOUSE SU RGEON required. Recognised for F.R.C.S. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
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BARRY ACCIDENT AND SURGICAL HOSPITAL. 
SENIOR HOUSE OFFICER required. House available to rent 
Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
229 Beds HOUSE PHYSICIAN Vacant Ist August Pre 
registration post, but fully registered practitioners may apply. 
Married quarters may be availabk 
Detailed applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
1) Birmingham (Dudley Road) Group, Dudiey Road 
Hospital, Birmingham, 18 
21) REGISTRAR surgical), Dudley Road Hospital, Bir 
mingham, 1% Duties in Casualty Department as required. 
Higher surgical qualification one experience in general surgery 
ind casualty + 9 in advantag 
bh) REGISTRA anwest heties recognised for F.F.A. R.C.S 
Duties at Dudley Ro ‘ Hospital and group hospitals. Possession 
of D.A. desirable 
2) Coventry No. 20 Group, Coventry and Warwick- 
antre Hospital, Coventry 
R iISTRAR invwesthetics Coventry ind = Warwickshire 
lospital, Coventry Experience specialty essential. Recognised 
I "A R.C.S Resident 
Application forme from Group Secretaries, to be returned by 
lith August, 1958 
BIRMINGHAM REGIONAL HOSPITAL BOARD and 
NITED BIRMINGHAM HOSPITALS. Whole-time SENIOR REGIS 
rRAR in Radiodiagnosis. Duties at Coventry and Warwickshire 
Hospital and other hospitals In the Co 
ind United Birmingh 
day D.M.R.D. essential. Non-resident 
Appl tion forms from Secretary, Regional Hospital Board, 
10 Augustus-road, Birmingham, 1! to be returned by 18th 
August, 1955 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Psychiatry Duties at Hollymoor Hospital 
and outpatient clinic, Selly Oak Hospital, Birmingham. Hospital 
linked with Birmingham University for research in psychiatry 
and biochemistry. D.P.M. and considerable experience specialty 
essential Successful « —— may subsequently be required 
to spend not more th 2 years in a selected hospital of the 
United Birmingham Ho rs] vitals under the interchange scheme 
agreed between the 2 mandi 
Application forms from Secretary, 10, Augustus-road, Bir 
mingham 15, to be returned by 18th August, 1955 
BIRMINGHAM. THE SKIN +s ty * (Inpatients’ 
Department), George-road, BIRMINGHAM, 15 NIOR HOUSE 
OFFICER or HOUSE OFFICER (resident) required. Modern 
well-equipped Inpatients’ Department providing facilities for 
study of skin diseases. Required to assist Consultant at outpatient 
clinics 
Applications, with copies of 2 recent testimonials, to Group 
Secretary, Dudley Road Hospital, Birmingham, 18 
BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS. 
THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Gireen-lane, SPARKHILL, BIRMINGHAM, I1 Applications are 
invited from registered medical practitioners for the post of 
RESIDENT GYNXCOLOGICAL HOUSE SURGEON for 
duty with the Professorial Unit-—-vacant immediately The 
ippointment is recognised for D.Obst.R.C.0.G. and M.R.C.0.G. 
Application forms obtainable from the House Governor at 
the above address 
BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
50 Beds HOUSE SURGEON required. Recognised pre 
registration appointment Accommodation available for married 
officer with no children. 
Apply, naming 2 referees, to Group Secretary, South West 
Durham Hospital Management (Committee, by 9th August. 
BISHOP'S STORTFORD, HERTFORDSHIRE. HERTS 


I 
I 


y Group (9 notional 


> ; 
ils notional half 








AND ESSEX GENERAL HOSPITAL. Applications invited for post of 
HOUSE OFFICER (surgical— pre-registration). Salary £467 10s 
£522 10s. p.a. less £125 for residential emoluments. Appoint 


ment to commence immediately 
Applications, stating age, nationality, qualifications and 
experience, with copies of 2 testimonials or names of referees, 
to Hospital Secretary 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
Royal infirmary, Blackburn 
HOUSE SURGEON required immediately. Post recognised 
for F.R.C.S. and approved for pre-registration purposes. 
Queen's Park Hospital, Blackburn 
HOUSE SURGEON required immediately. Recognised for 
F.R.C.S. and approved for pre-registration purposes, 
Apply to Group Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn. 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. THE ROYAL INFIRMARY, BOLTON (238 Beds). BOLTON 
DISTRICT GENERAL HOSPITAL (607 Beds RESIDENT SENIOR 
HOUSE OFFICERS in Medicine (2 1 for each of the above 
Hospitals Vacant 22nd August (General Hospital) and 3lst 
August (Royal Infirmary) and tenable for 12 months, 
Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, to Group Secretary, The Royal 
Infirmary, Bolton. 
BRISTOL (near). HAM GREEN HOSPITAL, Pill, near 
BRISTOL Applications are invited for the post of RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER in the Chest 
Diseases Wards of the above Hospital The Hospital is fully 
equipped for modern treatment of pulmonary tuberculosis and 
other diseases of the chest, including regular major thoracic 
surgery Opportunity also for work in the Bristol Chest Clinic. 
Appointment for 1 year renewable. Post vacant Ist September, 
1958 
Applications, with testimonials and names of referees, to the 
Secretary, Ham Green Hospital, Pill, near Bristol. 
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BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 


MANAGEMENT COMMITTES FRENCHAY HOSPITAL. (496 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (Medica)). rhe appointment, which will be for 1 


on the terms and-conditions of service 


year in the first instance, i 
and is at a salary of £819 10s., leas a 


for hospital medical staff 

deduction of £150 p.a. in respect of unmarried accommodation 
provided at the Hospital. The candidate appointed will have 
general supervision under the Consultant Staff of the 89 Beds 
for general medicine and will be attached as a Clinical Assistant 
for occasional duties which may be required in the Regional 
Departments of Neurosurgery, Thoracic Surgery and Plastic 
Surgery at the Hospital. As the Senior Resident Medical Officer 


he wil) be in charge of the ‘“* House "’ and his duties will include 
pre-employment medical examinations of staff appointed by the 
Management Committec t is customary for the resident 
nursing staff to be invited to register on the patients’ panel of the 
Medical Officer, who is entitled to retain the 


Senior Resident 
appropriate fees receivable 

Applications, containing details of qualifications and experi 
ence, together with the names of 2 referees, should be forwarded 
to the Group Secretary, Frenchay Hospital, Bristol, not later 
than 14th August, 1958 


BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 


MANAGEMENT COMMITTE! Required at Snowdon Road Hos 


pital Fishponds Bristol 300 Beds—chronic sick, general 
medical, and dermatological cases), RESIDENT SENIOR 
HOUSE OFFICER (medical) for 6 or 12 months, commencing 
23rd August, 1958. 

Applications to be submitted forthwith to the Group Secre- 
tary, Southmead Hospital, Bristol. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTE! Required at Mortimer House 
Maternity Hospital 5 Bed RESIDENT SENIOR HOUSE 
OFFICER (obstetrics) for 6 or 12 months, commencing Ist 
November, 1958 


Applic stions to be submitted forthwith to the Group Secretary 
Southmead Hospital, Bristol 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 


COMMITTE! 4 Locum ANAESTHETIC REGISTRAR required 
from Ist to 28th September, 1958. 
l , giving details of experience, with the names of 





Brighton and Lewes Hospital 
Sussex (County Hospital, 


to the 
Management (Committee, 
Eastern-road, 7 


Group Secretary 
Royal 
Brighton, 7 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
SENIOR HOUSE 


COMMITTEE GROUP HOSPITALS. (78 Beds.) 

OFFICER for duties in the E.N.T. Department of the above 
Group. Vacant beginning of August. Recognised for F.R.C.S. and 
D.L.0 


of experience, &c., together with 


Applications, with details 
toyal Sussex 


names of 2 referees, to the Administrative Officer, 
County Hospital, Brighton, 7. 

BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
(orthopedics). Recognised for F.R.C.S. examinations. Salary in 
accordance with national seale. Vacant 9th August, 1958. 

Applications, stating age, qualifications, and experience, 

and giving the names of 2 referees, should be sent to the Physician- 
Brighton General Hospital, Elm-grove, Brighton, 
as soon as possible. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SU RGEON (orthopedics). 
Salary in accordance with national scale. This is a pre-registration 
appointment. 

Applications, stating age, qualifications, and experience, and 
giving the names of 2 referees, should be sent to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 


Superintendent 


(314 Beds 

CASUALTY HOUSE SURGEON (duties include work in 
orthopedic and traumatic unit), end August. Recognised for 
pre-registration and F.R.C.S. 

2 HOUSE PHYSICIANS beginning and mid-September. 
Pre-registration 

RESIDENT PATHOLOGIST (Senior House Officer grade) 
for Area Laboratory. Good experience in all branches of clinical 
pathology Mid-August Post recognised for D. Path. 

Applications, stating age, qualifications, experience, and 


naming 2 referees, to the Administrative Officer, Royal Sussex 


County Hospital, Brighton, 7. 

BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
SENIOR HOUSE SURGEON (Senior House Officer grade) 
and HOUSE SURGEON required end of August. Both posts 
recognised for F.R.C.S. and D.O. Successful applicant for the 


post of House Surgeon will be considered for the senior post on 
completion of 6 months. 

Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7 
BROMLEY HOSPITAL, Kent. Senior House Officer in 
charge of Casualty Department required end of August for 6 
months. Recognised for F.R.C.S. 

Apply, stating age, qualifications with dates, previous experi- 
ence, and naming 3 referees, to Administrative Officer, Bromley 
Hospital, Kent. 

BROMSGROVE GENERAL HOSPITAL, Worcestershire. 


(411 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER in Medicine at the above Hospital. Post 
vacant now. 

Applications, with the names of 3 referees, to the Hospital 


Secretary 
BROMSGROVE GENERAL HOSPITAL, Worcestershire. 
(411 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER in Surgery at the above Hospital. Post 
vacant now. 
Applications, 


Secretary. 


with the names of 3 referees, to the Hospital 


BURNLEY AND DISTRICT HOSPITAL MANAGE- 


MENT COMMITTEE. BURNLEY GENERAL HOSPITAL (641 Beds). 
BURNLEY VICTORIA HOSPITAL (171 Beds). RESIDENT HOUSE 
OFFICERS (surgical). The appointments are approved as pre- 
registration posts and recognised for F.R.C.8. Subject to satis- 
factory service, the successful applicants will be favourably 
considered for appointment as House Physician at the termin- 
ation of contract as Surgical House Officer. 


Applications, with 2 references, to Group Secretary, Burnley 


General Hospital. 
BURNLEY AND DISTRICT HOSPITAL MANAGEMENT 


COMMITTEE, BURNLEY GENERAL HOSPITAL 641 Beds.) SENIOR 
HOUSE OFFICER to Orthopedic and Casualty Departments. 
Recognised for F.R.C.S. Resident accommodation available. 


Post available September. 

Applications, with the names of 2 referees, to Group Secretary, 
Burnley General Hospital. 
BURNLEY GENERAL HOSPITAL. (641 Beds.) Resident 
HOUSE OFFICER (medical The appointment is approved as 
a pre-registration post. Vacant 25th September, 1958. 

Applications, with 2 references, to Group Secretary, 
and District Hospital Management Committee, Burnley 
Hospital. 
BURTON-ON-TRENT. 
HOUSE OFFICER (orthopedics) 
quired at the above Hospital. Recognised for 

Applications to Group Secretary as soon as possible. 
BURY AND ROCHDALE HOSPITAL GROUPS. 
DENT REGISTRAR in Psychiatry. Post now vacant. 

Apply to Group Secretary, Central Offices, Birch Hill Hospital, 
Rochdale, Lancs 


Burnley 
General 
THE GENERAL HOSPITAL. 
(pre registration post) re- 


R.C.S. 


BUSHEY MATERNITY HOSPITAL, Bushey Heath, 
HERTFORDSHIRE. (50 Beds.) RESIDENT OBSTETRIC 
HOUSE SURGEON required for above Hospital. 6 months’ 


antenatal and other clinics at the 


Duties include 
Edgware, Middlesex. Post vacant 


appointment. 
Hospital, 


Edgware General 


mid-August, 1958. 
Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 


Administrator of Edgware General Hospital, Edgware, Middlesex, 


by 8th August, 1958. 

CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (227 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER (casualty) which becomes vacant 


mid-September, 1958. Salary £819 16s. p.a. Recognised for the 
RCS. 

Applications to be sent to the Hospital Secretary at the above 
Hospital, together with copies of 3 recent testimonials. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAI (277 Beds.) GYNACOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. tecognised for M.R.C.0.G. 6 months’ 
appointment. Post vacant mid-September. National Health 
Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF ISOLATION HOSPITAL. (219 Beds.) Senior 
HOUSE OFFICER required at above Hospital. Hospital serves 
wide area, gives opportunity for study of infectious diseases; has 
poliomyelitis respiratory unit and medical and convalescent beds. 
Post vacant late August. 

Form of application from Group Secretary, Cardiff Hospital 
Management Cemmittee, 44, Cathedral-road, Cardiff. 
CARDIFF (near). PRINCE OF WALES ORTHOPAEDIC 
HOSPITAL, RHYDLAFAR, near CARDIFF. SENIOR HOUSE 
OFFICER required at above Hospital. Married or single accom- 
modation available. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ROOKWOOD HOSPITAL. Senior House 
OFFICER (surgical) required at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CASTLEFORD, NORMANTON AND DISTRICT HOS- 
PITAL, HIGHTOWN, CASTLEFORD. RESIDENT SURGICAL 
OFFICER (Senior House Officer grade) required. Married 
accommodation available. 

Applications as soon as possible to the Secretary, Pontefract 

and Castleford Hospital Management Committee, Great Northern 
House, Salter-row, Pontefract, Yorkshire. 
CHICHESTER. ST. RICHARD’S HOSPITAL. (400 Beds.) 
CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON (pre-registration) for 6 months only in the 
first instance. Post vacant now. The Man or Woman appointed 
will work primarily in the surgical wards of the Hospital. Hospital 
recognised for F.R.C.S. 

Applications, stating age, qualifications and experience, giving 
names of 2 persons from whom reference may be obtained, should 
be sent to the Surgeon-Superintendent. 

CHATHAM, KENT. ALL SAINTS’ HOSPITAL. Medway 
AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN required for post vacant now ; recognised for 
pre-registration service. Salary £467 10s.—€577 10s. p.a. accoraing 
to experience. 

Applications, stating age, qualifications, nationality and 

experience, with copies of 3 recent testimonials, to the Hospital 
Secretary. 
CHATHAM, KENT. ALL SAINTS’ HOSPITAL. Medway 
AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. PALDI- 
ATRIC HOUSE PHYSICIAN required. Post vacant now, 
recognised for D.C.H.; salary on House Officer scale according to 
experience. 

Applications to Hospital Secretary, giving details of experience, 
qualifications, age and nationality, with copies of recent 
testimonials. 
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CHATHAM, KENT. ALL SAINTS’ HOSPiTAL. Med- 
WAY AND IRAVESEND HOSPITAI MANAGEMENT COMMITTEE. 
OBSTE rRIC HOUSE SURGEON required 9th August, 1958. 
Post tenable for 6 months; recognised for D.Obst.R.C.0.G. and 
for pre registratio Salary £467 10s.-t577 10s. p.a., according 
to experience 

Applic ations, stating age, jualifications, nationality and 
experience, wi opies of recent testimonials, to the Hospital 


Secretary 


CHELMSFORD, ESSEX. BROOMFIELD HOSPITAL. 





Required, a en oe Locur Tenens SENIOR REGISTRAR 
for 6 months fre lst Sept ) 1958, full residence or only 
when duty. [ nit has 312 Beds for the treatment of pulmonary 
tuberculosis in adults. Tuber us and non-tuberculous thoracic 
surgery, chest clinics, and ws radiography 

Apply Physician-Superintendent 


MANAGEMENT COM- 
REGISTRAR for 


CHELMSFORD HOSPITAL 


MITTEF Locum AN -FESTHETI required 
fortnight during September (Ist—14th preferred), for Chelmsford 
and Essex and St. John’s Hospitals 

Applications to Secretary, Chelmsford Hospital Management 
Committee, London-road, Chelmsford, Essex. 
CHERTSEY, SURREY ST. PETER'’S HOSPITAL. 
WOKING AND CHERTSEY GROUI 430 Beds.) ROYAL SURREY 
COUNTY HOSPITAL GUILDFORD GROUT 233 Beds.) Locum 
Full-time E.N.T. REGISTRAR for above and other hospitals in 
the Groups meerned required from 30th August, 1958, to 
14th December, 1958. Recognised for F.R.C.S. and D.L.O. The 
hospitals may be visited by arrangement 

Applications to Physician-Superintendent, St. Peter's Hospital. 
Telephone St. Peter's Hospital, Ottershaw 441; Royal Surrey 
County Hospital, Guildford 2323 


COLCHESTER GROUP HOSPITAL MANAGEMENT 


COMMITTEE. Applications invited for 
Biack Notley Hospitai!, Braintree, Essex (522 Beds) 
Post of Locum SURGICAL REGISTRAR, for period 11th 
24th August, 1958 
‘ost of Locum REGISTRAR for Pulmonary Tuberculosis 
Unit, including non-tuberculous diseases of the chest also duties 
at chest clinics R equired Ist September for few months 
Eseex County TY i Coichester, Essex (18! Beds 
Post of Locum 8SI iICAL REGISTRAR. Required immedi- 
ately 
Post of Locum MEDICAL REGISTRAR required from 21st 
August, 1955 
Clacton and District Hospital, Clacton-on-Sea, Essex 
(58 Beds) 
Post of TEMPOR aRY R EGIST RAR required as Resident 
Casualty Officer for 2 months mm 15th August, 1958. 


~~ ations, with c opie s of 3 te stimonials, to Group Secretary, 
Pope’s-lane, Colchester, Essex. 
CUCKPIELD HOSPITAL, Cuckfield, 


near Haywards 


HEATH. MID SUSSEX HOSPITAL MANAGEMENT COMMITTEE. 
JUNIOR HOUSE SURGEON (Orthopedic and Traumatic 
Unit). Post now vacant. 


Apply Hospital Secretary, stating age, nationality, qualifica- 
tions and experience, with names of 2 referees. 


DARLINGTON MEMORIAL HOSPITAL. (314 Beds.) 


Applications are invited from Male or Female practitioners for 
the post of SENIOR HOUSE OFFICER (surgery), vacant 
10th August, 1958. The post is recognised for the F.R.C.S. 
(Eng.). Salary £819 10s. p.a.; deduction of £150 for full residential 
emoluments. The post is tenable for 6 or 12 months. 

Apply with references, stating age and experience, to G. W. 


BECKWITH, Group Secretary 

DERBY. CITY HOSPITAL. Derby No.1 Hospital Manage- 
MENT COMMITTEE Applications are invited for the post of 
HOUSE PHYSICIAN, pre-registration or Senior House Officer 
(medicine), for duties in general medicine and paediatrics. Post 
vacant early in September 

Applications, stating full details 
recent testimonials, should be sent 
tendent, City Hospital, Derby 
DERBY. CiTY HOSPITAL. Derby No.1 Hospital Manage- 
MENT COMMITTEE. Applications are invited for the posts of 
HOUSE SURGEONS (2 vacan Pre-registration or Senior 
House Officer (surgical Recognised for the F.R.C.S. if held by a 
Senior House Officer. Posts vacant early in September 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible 
DOERBY. DERBYSHIRE ROYAL 
Beds.) SENIOR HOUSE OFFICER 
dent. Vacant Ist September Recognised for 

Apply, giving full details and 2 names for reference, 
OERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) SENIOR HOUSE OFFICER (orthopedic). Vacant Ist 
rr Recognised for 6 months’ “ unspecified ”’ training for 

t.C.S, 

Apply, giving full details and 2 names for reference, to Secretary. 
DEWSBURY, YORKSHIRE. THE GENERAL HOSPITAL. 
(128 Beds.) Applications are invited for the pre-registration 
post of HOUSE OFFICER (general surgery) for either the 
full 6 months or for a Locum appointment for 4—5 months, 
commencing Ist September, 1958. 

Applications, giving full details, should be sent to 
Administrative Officer at the Hospital as soon as possible. 
DEWSBURY, YORKSHIRE. THE GENERAL HOSPITAL. 
(128 Beds.) Applications are invited for the pre-registration post 
of HOUSE PHYSICIAN (general medicine and pediatrics) 
which falls vacant immediately. 

Applications, giving full details, should be sent to the 
trative Officer at the Hospital as soon as possible 
DORKING GENERAL HOSPITAL, Horsham-road, Dork- 


together with copies of 2 
to the Medical Superin- 


as 800n as poasible 


ies ). 


INFIRMARY. 
general surgery). 
F.R.C.S. 
to Secretary. 


(416 


Resi- 


the 


Adminis- 


ING, SURREY. SENIOR HOUSE OFFICER (obstetrics and 
gynecology). Vacant 8th September, 1958, for 1 ty 8 ‘iepeed 
ment. The post is recognised for the D.Obst.R.C. 

Apply to Medical Superintendent. 
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DORKING GENERAL HOSPITAL, Horsham-road, Dork- 
ING, SURREY. Applications are invite d for the post of SE NIOR 
HO SE OFFICER (surgery) in General Surgery, Casualty, 
Orthopedics, and E.N.T. Vacant Ist September, 1958. Recog- 
nised for the F.R.C.S. Married quarters may be available to 
suitable applicants 

Apply, with testimonials, to the Medical Superintendent. 
DORCHESTER. DORSET COUNTY HOSPITAL. House 
SURGEON (Male or Female) required for resident, pre-regis- 
tration post becoming vacant early August. Recognised for 
F. examination and tenable for 6 months. 

Applications, stating age, qualifications, together with copy 
testimonials, to Group Secretary, West Dorset Hospital Manage- 
ment Committee, Damers-road, Dorchester, Dorset. 
DORCHESTER, DORSET. HERRISON HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER. This Hospital, 
situate in delightful Hardy country within easy reach of sea 
and south coast resorts, invites application from a progressive 
young practitioner prepared to accept clinical responsibility. 
The Hospital is building a new Admission Block of most modern 
design and is expanding its activities. Facilities for attendance 
at Outpatient, Child Guidance, and Neurological Clinics and a 
Mental Deficiency Colony are available, and there are oppor- 
tunities for original work. A small self-contained flat is available. 
The Hospital may be visited by appointment. 

Applications, giving age, qualifications, experience and the 
names of 2 referees, should be sent to the Medical Superintendent. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) JUNIOR HOUSE PHYSICIAN, vacant 
now. Approved pre-registration post, but fully registered prac- 
titioners may apply. Duties to include geriatrics and acute 
medicine. Good general experience for first house appointment. 
Married quarters may be available. 

Apply Group Secretary, Westwood 
Yorkshire. 

ORIFFIELD, YORKSHIRE. 
HOSPITAL. (247 Beds.) HOUSE 
third post). Vacant now. General surgery, casualty and some 
orthopeedics. Approved _e registration post. Fully registered 
practitioners may apply. farrie d quarters may be available. 

Applications to Group Secretary, Westwood Hospital, Bever- 
ley, Yorkshire. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. 
The Guest Hospital, Dudiey (154 Beds) 

SENIOR HOUSE OFFICER (anesthetics). Post recognised 
for F.F.A. R.C.S. and D.A. Successful candidate will be required 
to visit other hospitals in the Group. 

Applications, giving the names of 2 referees, 
Secretary, Guest Hospital, Dudley, Worcs. 


R.C.S. 


Hospital, Beverley, 


EAST RIDING GENERAL 
SURGEON (first, second or 


to the Group 


HOUSE OFFICER (surgical), pre-registration. Post vacant 
now 

HOUSE OFFICER (medical), pre-registration. Post vacant 
now. 

Apply Group Secretary, Guest Hospital, Dudley, Worcs. 


(303 Beds.) Senior 
of 42 Beds. The 
practitioners and 
1958. 


DURHAM. ORYBURN HOSPITAL. 
HOUSE PHYSICIAN for Prediatric Unit 
appointment is suitable for fully registered 
may be of 6 months’ or 1 year’s duration from Ist August, 
The post is recognised for the D.C.H. 

Apply, with particulars of previous experience, and names and 
addresses of 2 referees, to Group Secretary, Dryburn Hospital, 
Durham. 

EDINBURGH NORTHERN GROUP OF HOSPITALS. 


SENIOR HOUSE OFFICER required for Department of 
Radiotherapy, Western General Hospital. 

Applications, with names of 2 referees, to The Medical 
Superintendent, Western General Hospital, Crewe-road, 


Edinburgh, 4 

ENFIELD, MIDOLESEX. CHASE FARM HOSPITAL. 
Appointment of RESIDENT HOUSE SURGEON (third post). 
Vacant Ist August, 1958. Post provides experience and duties 
in both general surgery and orthopedics. 6 months’ appoint- 
ment. Post recognised for F.R.C.S. by the Royal College of 


Surgeons. 

Applications, with the names and addresses of 2 referees, to 

the Group Secretary, Enfield Group Hospital Management 
Committee, at Chase Farm Hospital. 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOUSE OFFICER 
required immediately for general medical and surgical duties in 
acute general hospital of 58 Beds. 12 months’ appointment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital an Com- 
mittee, Chase Farm Hospital, The Ridgeway, Enfie Middlesex. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
RESIDENT HOUSE SU RGEON required immediately 


SURREY. 
for Orthopedic, E.N.T., an€@ Eye Departments. Post recognised 
for F.R.C.S. 


; A pplic “ations from fully or provisionally registered practitioners, 
stating age, qualifications, and experience, with copies of 2 
recent testimonials, should be sent, as soon as possible, to Group 
Secretary, at above address. a 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(704 Beds.) RESIDENT HOUSE PHYSICIAN for Thoracic 
and Dermatological Departments. Duties to include “ take in’ 
of acute general medical cases. 6 months’ egpeinimené. 

Applications, stating age, qualifications, xperience and 
enclosing copies of up to 3 recent testimonials, to Mex ica) Adminis- 
trator of Hospital by 16th August, 1958 
EDGWARE GENERAL HOSPITAL, “Edgware, Middiesex. 
(704 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital, Post recognised for 
F.R.C.S. purposes. 

AD aly, stating age, nationality, 
together with the names and addresses of 2 referees, 
Secretary, Edgware General Hospital, by 9th August, 


qualifications and experience, 
to Group 
1958. 
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EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
SENIOR HOUSE SURGEON required for E.N.T. Department 
of above Hospital. Post vacant mid-August, 1958. 

Applications, stating age, qualifications, experience and 
enclosing names and addresses of 2 referees, to Group Secretary, 
Edgware General Hospital, by 8th August, 1958. 

EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
(704 Beds.) Locum RESIDENT HOUSE SURGEON required 
for the month of September, 1958, at above Hospital. 

Applications to the Medical Administrator, telephone EDGware 

2381, extension 6. 
GAINSBOROUGH. JOHN COUPLAND HOSPITAL. 
(40 Beds.) Locum RESIDENT MEDICAL OFFICER required. 
Junior Hospital Medical Officer grade. 18th August—17th 
September, 1958. 

Apply in writing to 
Lincoln. 
GALASHIELS (near). PEEL HOSPITAL. (220 general 
beds—-full consultant staff.) Applications are invited for the 
following vacancies arising on Ist October, 1958: 

Orthopedic Department—-RESIDENT SENIOR 

OFFICER and RESIDENT HOUSE OFFICER. 

Conditions of service in accordance with regulations for 
National Health Service staff. Opportunity Hospital 
arranged on application. 

Applications, giving full particulars and names of 2 referees, 

to Group Medical Superintendent, Borders’ Hospital Board of 
Management, Peel Hospital, near Galashiels. 
GLASGOW. HAWKHEAD (MENTAL) HOSPITAL, 510, 
Crookston-road, Glasgow, 3.W.3. Applications are invited for 
the post of JUNIOR HOSPITAL MEDICAL OFFICER in 
Psychiatry (Male or Female), resident or non-resident). The 
post offers wide experience and training in all aspects of psychia- 
try (inpatient and outpatient), and all modern methods of treat- 
ment are carried out. Recognised for D.P.M. 

Applications, together with the names of 2 referees, should be 

forwarded as soon as possible to Physician-Superintendent at 
the above address. 
GLASGOW, N.1. STOBHILL GENERAL HOSPITAL. 
In the undernoted units there are vacancies for HOUSE OFFI- 
CERS (recognised for pre-registration) for the 6 months begin- 
ning Ist August, 1958. 

General surgery. 
cute geriatrics. 


Group Secretary, County Hospital, 


HOUSE 


to visit 


E.N 

Applications should be addressed to the Medical Superinten- 
dent, giving the names of 2 referees. 

GRAVESEND AND NORTH KENT HOSPITAL, Graves- 
END, KENT. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON. Applications are invited for 
this pre-registration post, vacant now. Post offers experience in 
obstetrics, gynecology, and orthopedics as well as general 
surgery. Salary £467 108.-£577 yam ont memes 3 to experience. 

Applications, stating age, qualifications, nationality and 

experience, to Hospital Secretary. 
GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, Dene-side, GREAT YARMOUTH. (134 Beds.) HOUSE 
PHYSICIAN required, House Officer or Senior House Officer 
status. Post vacant now, recognised for pre-registration service. 
Membership of a Medical Defence Society is a condition of 
appointment. 

Applications, giving full details, with names of 2 referees, to 
Hospital Secretary. 

GRIMSBY GENERAL HOSPITAL. (Unit of 46 Beds.) 
GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration) required for above Hospital. 
Medical library and reading facilities available. 

Applications, with names of 2 referees, 
Secretary, Grimsby General] Hospital, Grimsby. 
GRIMSBY GENERAL HOSPITAL. (Recognised for 
training for F.F.A. R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time NON-RESIDENT or RESIDENT (single 
accommodation only) REGISTRAR (anesthetics) required. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by llth August, 58, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees, 
GRIMSBY GENERAL HOSPITAL. Senior House Officer 
required for Casualty Department. Establishment consists of 
Senior Casualty Officer and 2 Senior House Officers. Excellent 
Medical Library taking principal periodicals. 

Applications, with names of 2 referees, to Hospital Secretary. 
GRIMSBY. SPRINGFIELD HOSPITAL. (202 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or NON-RESIDENT REGISTRAR (chest and _ infectious 
diseases) required. House available. There is a Thoracic Unit 
at the Hospital. Some clinic work would be undertaken under 
Consultant supervision. Appointment for 1 year in first instance. 

Apply to Seeretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 11th August, 1958, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum SENIOR HOUSE OFFICER (anmsthetics) 
required. Non-resident. Salary £15 19s. per week. From 25th 
August to 14th September, 1958. 

Applications, with copies of 2 testimoniale or names of 2 
referees, to Group Secretary, 11, Holmesdale-gardens, Hastings. 


to the Hospital 


HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) Applications are invited for the pos of HOUSE 
SURGEON at the Royal East Sussex Hospital, Hastings. Pre- 


registration post recognised for F.R.C.S. Vacant 30th August, 
1958. The Hospital is pleasantly situated facing the sea and is the 
main surgical hospital in the Hastings Group. Post offers 
excellent experience. 

Applications, with names of 2 referees, to the Administrator. 





| 


ROYAL EAST SUSSEX HOSPITAL. (150 
Pre-registration post for general 
this acute hospital (surgical) 


HASTINGS. 
Beds.) HOUSE SURGEON. 
surgery and urology required at 
immediately. 

Applications, with names of 2 referees, to Administrator. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) Applications are invited for the posts of CASUALTY 
AND ORTHOPADIC HOUSE SURGEONS (2 posts vacant), 
graded Senior House Officers, for the Royal East Sussex Hospital 
Hastings. Modern department. Hospital is pleasantly situated 
facing the sea. Posts vacant 2nd and 9th August, 1958, respectively. 

Applications, with names of 2 referees, to the Administrator. 
HAILSHAM, SUSSEX. HELLINGLY HOSPITAL. Haii- 
SHAM HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners (Male or Female) 
for the whole-time post of JUNIOR HOSPITAL MEDICAL 
OFFICER at the above Hospital. The post is a trainee appoint- 
ment and offers experience in all branches of adult psychiatry. 
In addition, opportunities can be afforded for some experience 
in neurology and mental deficiency. The Hospital has a high 
admission-rate and is recognised for the D.P.M. Married or 
single accommodation is available. 

Applications, giving the names of 3 referees, should be sent 
to the Medical Superintendent within 14 days of the appearance 
of this advertisement. 

HAREFIELD HOSPITAL REGIONAL THORACIC SUR- 
NORTH WEST METRO- 


GICAL UNIT, HAREFIELD, MIDDLESEX. 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of SURGICAL REGISTRAR to the Harefield 


Thoracic Surgical Unit, which serves the North West Metropolitan 
Region. In the Hospital there are 86 Beds for non-tuberculous 
surgical chest conditions and 400 Beds for tuberculosis. The 
appointment thus affords a wide experience in all aspects of 
thoracic surgery. Candidates must have had previous surgical 
experience and preference wil) be given to candidates with a 
higher surgical qualification. The appointment will be held in 
the first instance for 1 year. 


Application forms obtainable from and returnable to the 
Group Secretary, Harefield and Northwood Group Hospita® 
Management Committee, Mount Vernon Hospital, Northwood, 


Middlesex, by 12th August, 1958. 
HARROGATE AND DISTRICT GENERAL HOSPITAL. 
(253 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER in 
Casualty and Orthopeedic Surgery (recognised for F.R.C.S.) 
vacant from Ist October. House available on rental (with fur- 
niture if required). 

Applications, with names of 2 referees, to Hospital Secretary. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appointment of RESIDENT HOUSE PHYSICIAN (Male or 
Female), second post held. Recognised pre-registration post. 
Preference given to applicants who have held resident surgical 
or medical posts in general hospital. Duties to commence 18th 
August, 1958. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts.  — r 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SU RGEON (general, first or second post) 
to commence as soon as possibles Pre-registration post; 
recognised under F.R.C.S. regulations. Applications will also be 
considered from fully registered practitioners. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HEXHAM GENERAL HOSPITAL, Northumberiand. 
(304 Beds.) HOUSE SURGEON post (pre- or post-registration), 
combining general surgery with orthopeedic experience, vacant 
in September. Recognised by R.C.S. 

Applications, with names and addresses of 2 referees, to Group 
Secretary, General Hospital, Hexham, as early as possible 

















HEXHAM GENERAL HOSPITAL, Northumberiand. 
(304 Beds.) HOUSE SURGEON (gynecology) post, pre- or 
post-registration. Recognised by R.C.S. 


Applications, with names and addresses of 2 referees, to 
Group Secretary, Genera] Hospital, Hexham, as early as possible. 
HIGH WYCOMBE, BUCKINGHAMSHIRE. WAR 
MEMORIAL HOSPITAL. (100 Beds.) 





SENIOR RESIDENT 
HOUSE PHYSICIAN required immediately. 

Apply, with copies of testimonials or names of 2 referees, to the 
Secretary. el a : a ee one Sed 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. (Gen- 
eral—621 Beds.) CASUALTY OFFICER. Whole-time duties 
under Medical Director will include dealing with casualties and 
admissions to hospital and such other duties as may be rogues. 
Post recognised for F.R.C.S. Salary on Junior Hospital Medical 
Officer scale. 

Apply, stating age, nationality, qualifications and experience, 
together with copies of not more than 3 recent testimonials, to 
Medical Director by 11th August, 1958. 


HORNCHURCH. ST. GEORGE'S HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER (resident) required from 
at this Hospital which 


approximately Ist September next 
accommodates 404 chronic sick patients. The post offers excellent 
geriatric experience. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 2 a Per ats 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from provisionally registered medical practitioners 
for the post of HOUSE PHYSICIAN to commence duties 
immediately. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

{. J. Jonunson, Group Secretary, 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 
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HUDDERSFIELD ROYAL INFIRMARY. “(285 Beds.) 
H SFIEI HOSPITAL MANAGEMENT COMMITTEE HOUSE 
SURGEON required ti nmence duty on 6th August, 1958. 
The post is recognised as registration appointment and for 
C.S. Sala xccordance with national scale. 
ations, to r wit! pies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible 
H. J. JOHNSON, Secretary to the Siumamennens Caan mittee. 
rhe Royal Infirmary, Huddersfield. 
HULL VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-stre HOUSE SURGEON or Locum HOUSE SURGEON 
I red ist Au 1958 Pre-registration or registration 
post. The post is recognised f the D.C. H.- and is an interesting 
hd Vv a “ h inclu itpatient and casualty work. 
\ppl itions, together with details of experience, testimonials, 
e sent to the Hospital Secretary 
HUNTINGDON COUNTY HOSPITAL. Applications are 
st HOUSI OFFICER medical), vacant 
é Ang st I t or cnised r pre-registration purposes. 
The ected te w ve re sired t look after medical and 
pe tric cases nd y be called upon to give emergency 
Appl with full part lars and names of 2? referees, to Secre- 
tary, ‘ ty Hos ul, Huntingd 
ILKLEY MIDDLETON HOSPITAL. (386 Beds.) Resi- 
DEN SENIOR HOUSE OFFICER (surgical) required for 
M Thorac Surgical Unit at the above Hospital Eminently 
suit e for person intending to take Membership or Fellowship 
ex 
Applicat stating Ke, nationality, qualificat and 
experienc » Hos 
IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROA WIN« Applications invited for post of 
CAS ALTY OFFI He - House Officer grade vacant 
Ist September, 1958. Post recognised for F.R.C.S. examinations 
Ar ations, at nationalit ey See See 
of ent test H t Secretar 
IPSWICH. ST. HELEN'S HOSPITAL. (129 Beds for 
@nfectious diseases, pulmonary tuberculosis, long-stay ortho- 
preedics and riatrics. The area Chest Clinic is in the Hospital.) 
HOt SE ak YSICIAN required (post-registration appointment ). 
Ace modation available for married man 
to JoHN WILLIAMS, Group Secretary, Ipswich 
G " al | Mat uwement Committee, at the Ipswich and 
East Suffolk Ho sl (Anglesea-road Wing), Ipswich. 
ISLEWORTH. (WEST ag age HOSPITAL. House 
SURGEON lL) sti surgery and orthopedic 
sUurger ‘ rt ed 18 plastic surgery Peds), 
I we tpatient clinics. Post nt 17th August, 1958 
\ t Group Secretary, South West Middlesex 
He : M (* n n West Middlesex Hospital, 
Islewo gust 
KETTERING AND DISTRICT GENERAL HOSPITAL. 
CASUALTY OFFI or House Officer). Recognised for 
F.R.C.S. The post, vacant early September, 1958, offers wide 
experience f r conditic including fractures and 
some ortl predic 3 harge of 30 Beds. 
Al plic ations, ace ed by testimonials, to be sent to the 
( Secretary, Genera Hospital, Kettering. 
KINGSTON HOSPITA Wolverton-avenue, Kingston- 
ON-THAMES kh #8TON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE ADT tions are invited from suitably qualified medical 
office f the post of HOUSE OFFICER (pre-registration— 
gener i € ch is available on Ist October, 1958. 
Ay cat ue age, qualifications and experience, with 
2 recent tes s Jd reach the Physician-Superintendent 
of the Hospital within 7 days of the appearance of this 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 


vacal 
Pediatrics 


icies 








Bradford A and B Groups. Duties mainly at Children’s 
Hospital (52 Beds). Resident. 
Urology 

Bradford Royal Infirmary (65 urology beds) Approximately 
‘ fifth of the duties will be general surgical. Non-resident. 
General Medicine 

Regional Rheumatism Centre, Harrogate (240 Beds) (9 ses- 
sions and Kheumatism Clinic, General Infirmary, Leeds 
(2 ses : Resident at the Royal Bath Hospital, Harrogate. 

ADI , ste we, qualifications and details of present 
and ) nents with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 20th August, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 


the Registrar grade are 


LOCUM TENENS appointments in 

constantly available at hospitals in the area of the Board, 
partic uli irly in the specialties of anawsthetics, general medicine, 
gener nd orthopedic surgery, and psychiatry. 





should com- 








Interested practitioners, suitably experienced, 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate 
LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. A vacancy existe for a REGIS- 
TRAR as a Trainee Radiologist or with D.M.R. Candidates with 
higher qualifications in medicine or surgery preferred. Terms and 
conditions of host vedical and dental) staffs apply. The 
appointment will be for 1 year in the first instance and renewable 
thereafter 

Applications, giving details of age, qualifications, previous 
posts with dates, and names for reference, should be sent to 
the Sub-Dean, School if Medicine, Leeds, 1, not later than 8th 
August, 1958 
LEEDS (near), WOODLANDS ORTHOPADIC HOS- 
PITAL, RAWDON, near LEEDS. (112 Beds.) SENIOR HOUSE 
OFFICER (resident) required. Post vacant Ist October, 1958. 

Applications, stating age and experience, with copies of 2 
testimonials, to the Secretary, The Royal Infirmary, Bradford, 9, 


Yorkshire 
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LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
(197 Beds.) Locum HOUSE PHYSICIAN required, 
25th September inclusive 
“Apply Hospital Secretary 
LEIGH INFIRMARY, The Avenue, Leigh, 
(102 Beds.) REGISTRAR in General Surgery 
the above Acute General Hospital. Post vacant 
recognised for the F.R.« 
Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan. 
LINCOLN COUNTY HOSPITAL, Seweli-road, Lincoin. 


Lancashire. 
(resident) for 
September, 


(200 Beds.) Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN, Male or Femak rhis is an approved 
pre-registration post. If satisfactory, this post will be followed 
by appointment for a second 6 months as House Surgeon. 
Applications, with copy testimonials, should be sent to the 


Secretary a8 8s00n as possible. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 


LIVERPOOL ROYAL INFIRMARY Applications are invited for the 
resident post of SENIOR CASUALTY OFFICER (Registrar 
grade) for the period Ist October, 1958, to 30th September, 
1959 Annual reappointment thereafter until completion of the 
normal period of training will be considered without need for 
further application 

Apply by 16th August, 1958, on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 


Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 


LIVERPOOL EAR, NOSE AND THROAT INFIRMARY Applications 
are invited for a resident post of SENIOR HOUSE OFFICER 
in Otorhinolaryngology for the year beginning Ist October, 1958. 
Apply by 16th Angust on form obtainable from the Secre- 
tary, The United Liverpool Hospitals 80 Rodney-street, 
Liverpool, 1. 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER 9 380 Beds.! Applications 
are invited for the post of RESIDENT CLINICAL PATHO- 
LOGIST, Senior House Officer grade, which will become vacant 
during August, 1958. The post, which is tenable for 1 year, 
affords opportunities for training in all branc! hes of pathology 
Candidates should have held house appointments, but previous 
experience in pathology is not essential 


Application form from Group Secretary 


MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 
D.C.H.) 

RESIDENT ee HOUSE OFFICER (surgical). Duties 
orthopeedic and E.N. Post vacant Ist August 

Applications, pm names and addresses of 2 referees, to be 


sent to Group Secretary, from whom further particulars may be 
obtained. 
HOUSE OFFICER 
general surgery 


(surgical), pre or post-registration. 
Duties mainly and neurosurgery. Post vacant. 
Applications immediately, with usual particulars and copies 
of 2 recent testimonials, to Group Secretary. 
MANCHESTER, 8. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of REGISTRAR in Obstetrics and 
Gynecology at the above Hospital. Vacant Ist October, 1958. 
Preference will be given to applicants who possess the M.R.C.O.G, 


This post offers extensive clinical experience and is recognised 
for the M.R.C.O.G. 

Applications, with names of 2 referees, by 11th August, 1958, 
to Group Secretary, North Manchester Hospital Management 


Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in 
Anmsthetics to the West Manchester Hospital Management 
Committee, with duties primarily at Park Hospital, Davyhulme, 
but with duties at other hospitals within the Group. Post now 
vacant. 

Applications, including names of 
referees, to Group Davyhulme, 
Manchester. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR in General 
Medicine to the Burnley and District Group of hospitals. 
Excellent resident accommodation available for single or 
married applicants. The post provides wide experience in 
general medicine. 

Applications, together with the addresses of 2 
referees, should be addressed to the Burnley 
General Hospital. 7 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the resident post of REGISTRAR in 
General Surgery in the Burnley and District Hospital Manage- 
ment Committee with main duties at the Reédyford Memorial 
Hospital, Nelson. The post is recognised for F.R.C.S8. and good 
accommodation available in a modern self-contained flat. 
Post available 10th August. 

Applications, together with the addresses of 2 
referees, should be addressed to the Burnley 
General Hospital, Burnley 
MANCHESTER REGIONAL 

yplications are invited for the post 
That t at the North Lonsdale Hospital, Barrow-in-Furness. The 
be resident or non-resident, as desired, put single 
accommodation only available. Recognised for 
F.R.C.S. Available beginning of September. 

Applications should be addressed to the 
Barrow and Furness Hospital Management 
Abbey-road, Barrow-in-Furness. 2 ‘ 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL. Locum RESIDENT SURGICAI OFFICER 


details, and 


giving full 
Park Hospital, 


Secretary, 


is 


names and 
Group Secretary, 


is 


and 
Secretary, 


names 
Group 


HOSPITAL BOARD. 


of SURGICAL REGIS- 


post aN 
residential is 
Secretary, 
105, 


Group 
Committee, 


(Registrar grade) required at the above Hospital from 16th 
August to 28th September, 1958 


Salford ~~ Manage- 


Applications to Group Secretary, 
Salford, 


ment Committee, Salford Royal Hospite al, 
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MANCHESTER NORTHERN HOSPITAL. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER 
Recognised for M.R.C.O0.G Vacant 14th 


in Gynecology 


September, 1958 

Applications, with names of 2 referees, by 11th 
to Group Secretary, North Manchester Hospital 
Committee, Crumpsall Hospital, Manchester, & 
MANCHESTER. UNITED MANCHESTER HOSPITALS, 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
OFFICER in Gynaecology 


August, 1958, 
Management 


for 3 posts of SENIOR HOUSE 
Applicants must have had previous hospital experience in medi 
cine and surwery The posts are recognised for the purpose of 


appointments are for 6 
Salary in accordance with 


examination Ihe 
October, 1958 


the M.R.C.O.G 
starting Ist 
national scale 
Application forms may be 
returned not later than 18th 


months 


obtained from the undersigned and 
August, 1958. 
4. R. Wisk, 
General Superintendent, Saint 
Whitworth Park, Manchester, 13 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAI Applications are invited 
for the post of SENIOR HOUSE OFFICER. 
Application forms may be obtained from the undersigned 
H. R. Nortu, General Superintendent. 
Manchester Royal Eve Hospital ' 


Mary's Hospitals. 


MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. ECCLES AND PATRICROFT HOSPITAL, 
ECCLES General hospital—47 Beds.) RESIDENT SENIOR 
HOUSE OFFICER required. The work of the Hospital is 


mainly surgical and there is a busy Casualty Department. The 
person appointed will be one of 2 resident Senior House Officers 


Applications, giving full details, together with names and 
1ddresses of 2 referees, to Group Secretary, Park Hospital, 
Davyhulme, Manchester 
MEXBOROUGH. MONTAGU HOSPITAL AND 
ANNEXI (198 Beds Locum SENIOR HOUSE OFFICER 


residential emoluments 


(casualty and orthopedics). £150 p.a 
omumittee, “ Fern Bank’”’, 


Applications to the Secretary to the ¢ 
Doncaster-road, Rotherham. 
MITCHAM JUNCTION, SURREY 


WANDLE VALLEY 
HOSPITAL RESIDENT MEDICAL OFFICE! 


Senior House 


ntains 152 





Officer grade Vacant 9th Auguat The Hospital co 
Beds for infectious diseases and geriatric tes 

Applications, stating age, qualifications and experience, with 
the names of 2 referees, should be sent to the Group Secretary, 


St. Helier Hospital, Carshalton, Surrey 


NEWCASTLE GENERAL HOSPITAL. 
HOUSE SURGEON Accident and Admission 
Recognised for F.R.C.S. diploma 

Applications, together with names and addresses of 2 referees, 
should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4, a8 soon as possible. 
NEWCASTLE GENERAL HOSPITAL. 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER, Orthopedic Department. Vacant 
23rd August, 1958 Recognised for F.R.C.S8. diploma A new 
orthopedic ward is planned to come into service in September 
1958. 
Applicati« 
shonid be 


(800 Beds.) 
Department 


(800 Beds.) 


T 


sent 





s, together with names and addresses of 2 referees, 
t Newcastle General Hospital, 


to the secretary 


Newcastle upon Tyne, 4 
NEWCASTLE HOSPITAL MANAGEMENT CcCOoM- 
MITTES SENIOR HOUSE OFFICER Ophthalmologist ) 
whole-time, Newcastle Hospital Management Committee, Eye 
Unit Recognised for D.O. Hospitals—Newcastle (838 Beds) 
Walker Gate (309, 42 ophthalmic beds Walker Accident (21 
»phthalmic beds 

Applications, with names and addresses of 3 referees, to 
the Hospital Secretary Walker Gate Hospital, Benfield-road, 
Newcastle upon Tyne, 6 
NEWCASTLE REGIONAL HOSPITAL BOARD. 


ANASSTHETIST, whole-time, for South Shields 
main hospitals General (549 Beds), Ingham 

Post recognised for F A. RA 

married, or single cccommodation 


REGISTRAR 
Group of hospitals 
Infirmary 165 secs ) 
examination Furnished 
ivailable. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days 
NEWCASTLE REGIONAL HOSPITAL BOARD and 
UNITED NEWCASTLE UPON TYNE HOSPITALS. 2 PAODIATRIC 
REGISTRARS, whole-time, for Newcastle upon Tyne Group of 
hospitals. 1 post available Ist October, 1958, and 1 available 
Ist September, 1958. Posts designed to give wide experience in 
pediatrics, and circulation may include the Teaching Hospital, 
Hospital for Sick Children, Newcastle General Hospital, and 
Walker Gate Hospital 

Applications, . with 





names and addresses of 3 referees, to 
Senior Administrative Medica] Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the resident 
ippointment of SENIOR HOUSE OFFICER in the Children’s 
Department of the Royal Victoria Infirmary. The department is 
responsible for the care of patients in the children’s wards and 
outpatient clinic of the Royal Victoria Infirmary and in the 
Babies’ Hospital and for the care of infants in the Princess Mary 
Maternity Hospital. The appointment is for 1 year and will be 
subject to terms and conditions of service of hospital medical 
staff in the National Health Service. The successful candidate 
will work at the Princess Mary Maternity Hospital. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

A. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWBURY DISTRICT HOSPITAL, Newbury, Berkshire. 
Locum RESIDENT SURGICAL OFFICER (Senior House Officer 
grade) required for period Ist-—l4th September, 1958. 

Applications to Secretary 
NORTHAMPTON (near). CREATON HOSPITAL. 
Applications are invited from suitably qualified medical practi 
tioners for the post of SENIOR HOUSE OFFICER. The Hos- 
pital has 138 Beds, and is for the treatment of both pulmonary 
and non-pulmonary tuberculosis There is a major thoracic 
surgical unit for tuberculosis and non-tuberculous diseases of the 
chest. 

Applications stating age, experience and 
together with the names and addresses of 2 referees, should be 
sent to the Secretary, Northampton and District Hospital 
Management Committee, General Hospital, Northampton, within 
7 days of the appearance of this advertisement. 

NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the following appointments 


qualifications, 


ORTHOPEDIC HOUSE SURGEON. 2 House Officers 
employed in the Department 

HOUSE SURGEON at the West Norwich Hospital. Post 
recognised for final F.R.C.S. examination requirements Duties 


general surgical, and including burns and plastic work. The beds 
at this Hospital are under the control of the Consultant Staff 


of the Norfolk and Norwich Hospital 
Locum SURGICAL REGISTRAR at the West Norwich 
Hospital, for 3 months from the 24th August, 1958, whilst 


Resident or non 


holder of post is on study leave 
with terms and 


permanent 
Salary £26 Xs per week in accordance 


resident 
conditions of service of hospital medical staff 

Membership of a Medical Defence Society is a condition of 
appointment in each case. 

Applications, stating age 
together with names of 2 referees 
Management Committee, St. Stephen'’s-road, Norwich. 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (surgical) which will be vacant 
end of August rhe post is tenable for 6 months or a year by 
wreement 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Appli- 
invited for the post of SENIOR HOUSE OFFICER 
general surgery) vacant 16th September, 1958 The post is 
approved for the F.R.C.S The officer appointed will also be 
required to undertake certain duties in the Orthopedic Depart- 
ment. 4 deduction of £150 p.a. will be made for residential 


qualifications, and experience, 
to Group Secretary, Hospital 


cations are 


noluments. 

Applications, stating age, 
experience, together with copies 
to be sent to the Hospital Secretary, City 
road, Nottingham. 

NOTTINGHAM CITY HOSPITAL. (811 Beds. 
nised for training for the D.A. and F.F.A. R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (anmsthetics) required Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by llth August, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees 
NOTTINGHAM CITY HOSPITAL. (811 Beds. Recog- 
nised for traiming for M.R.C.O0.G.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. W hole-time RESIDENT REGISTRAR 
(obstetrics and gynecology) required Appointment for 1 year 
in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by lith August, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty), 
duties to commence 30th Septem ber. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to the Secretary, 
General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required 31st August, 1958. The post 
is recognised for the D.A. and the F.F.A. R.C.S. This is a busy 
general hospital giving experience in all branches of surgery. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (surgery) required. Duties to commence immediately. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of testimonials, to be sent to 
Group Secretary, General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. 2 House Sur- 
GEONS. Pre-registration. Duties to commence as soon as possible. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be Group 
Secretary. 
ORPINGTON HOSPITAL, Orpington, Kent. Pre-regis- 
tration HOUSE OFFICER for Orthopeedics and E.N.T. Post 
now vacant offers good experience in large general hospital ; 
pleasantly situated within easy reach of London 

Apply immediately to Surgeon-Superintendent 
27050). 

OLDHAM AND DISTRICT GENERAL HOSPITAL. 
Applications are invited for the posts of HOUSE SURGEONS, 
becoming vacant on 2nd August and 24th August, 1958. The 
posts are recognised for pre-registration purposes and F.R.C.S. 

Applications should be forwarded to the Group Secretary, 
Oldham and District Hospital Management Committee, Central 
Offices, Rochdale-road, Oldham, quoting Ref. No. G/40. 
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OLOHAM AND DISTRICT aca at hnge: BANAGEUSNT 


MM re} Appl « invited ft ippolr ent of 
Lax SENIOR HOUSI PI kK} general surgery Vacant 
é ‘ wit luties a Oldl Roy Infirn 

‘ Old 1 Distr ‘ Hos rt apy 
} for d of at x t ntl 
\ j « full par ) jualiti is nd 
ex} are with t me i addresses of ferees, 
t diatel to the Grou secre I Oldham 
Hos | Management (Co ttee, Central Offices, 
OLDHAM ROYAL INEIAMARY Applications are 
ted f t t { IUSE SURGEONS, 1 vy t iz ¢ 
1 rf ! (ug 158 I 6s 
e recog if y pos F.R.C.S 
A warded up Ss ' 
Old j H M g t ‘ mitte ( 
Otic i id 1 re, "Ret NX G39 
OXFORD REGIONAL HOSPITAL BOARD Registrar 
esbu nd ig 
\ Hi M Pe ‘ i ly 
Stok M \ Hos \ lst 
) gnis e F.I - I 
‘ I x f Kte iy 
\ = Neg 
j Oxt } 
PAIOLEY. ROYAL ALEXANDRA Rn ng a an House 
SURGEONS em firma s fron 
Ist Aug 1958. Posts approved for pr -registrat n practitioners 
‘ iF R.C.S 
AT t Med “uy tendent 
PLYMOUTH SOUTH DEVON AND EAST CORNWALL 
HOSE i HOUSE SURGEON. or ewistration 
ADI vith names ¢ f; on als stating we 7 nality 
x perience G ~ecreta 


PORTSMOUTH G@ROUP HOSPITAL MANAGEMENT 


Saint Mary s oa 


HOUSE OFFICER I ‘ tior Vacant 12t August 
Royal Portsmouth tespital 104 orthopeed bed 
SENIOR HOUSE OFFICER required in Orthopedic Depart 
_. ¢ 2nd August 
0 HOP DIC HOUSE OFFICER (pre-registrat Vacant 
5 
Queen Alexandra Hospital 
G Med e and Ik tology 8 1 i 24 

SENIOR HOUSI OFFICE! \ 5 

Al t 5 stating 4 exper | ilificatior 

gett es ‘? ‘ - } forwarded 

- E. H. Hurst, St. M s Hospital, Miltor 

i. Ports it 
PRESTON ROYAL INFIRMARY (400 Beds.) Senior 
HOUSE OFFICE! Ort ' Post recognised for 
F.R.C.S. Post int now 

ADI ae with t an 2 referees » Group Secreta 
Preston and rley Hospital Management Committee, Royal 
Infirmar Prest 
PRESTON ROYAL INFIRMARY (400 Beds.) Post- or 
Pre-registration HOUSE SURGEON. Post vacant mid-August 

mrt f FI : 

AD] tions, wit es of 2 referees, to Group Secretary, 
Prest wW ; Hospital Management (Cor tte. Roval 
Inf rr’ 
pay nee BATTLE HOSPITAL. (391 Beds.) Reading 

ISTRI rT Hos! AL MANAGEMI MMITTE! Al ications 
41 i fr ered med mers for the post of 
RESIDENT yUNIOI HOUSE J RGEON pre r post 
registr required in the A lent and Orthopedic Depart- 
mer E C.S. recog Also sualty duties. Vacant 
—— at 

4 ting wre } fica a vit dates onality 
present pos “ f rece og } secretarv. 
READING “ROYAL BERKSHIRE HOSPITAL (337 
Beds.) App ed fr registe d provisionally 
egistered medic titioners for the re dent post of HOUSI 
PHYSICIAN in the Pediatr Department. ' t lat Septer 
present post t ‘opies of 2 recent te - Sect iy 
R Berkshire Hospital, Reading 
READING wovas Semnocncs get lde s Applica- 
tions re wistered ind p registered 
med ’ tit é f 2 posts RESIDEN' HOUSI 
PHYSICIAN nt Ist September, 1958 ble for 6 

A ting g if wit! lates, nationality, 
present post, w nies of 2 recent test nials. to Secretary 
R Berkshire He I ling 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY RESIDENT HOUSE SURGEON 
Male Pre-registration appointment vacant immediately. 
Opportunity of House Physician's post to follow if required. 

Applications to Hospital Secretary 


ROCHDALE AND DISTRICT HOSPITAL MANAGE- 


MENT )MMITTES HOUSE PHYSICIAN required at Birch Hill 
Resident post r w available. 
y at once to Suenp Secretary, Central Offices, Birch Hill 
il, Rochda Lancs 





Locum Junior 
quired imme 


ROCHDALE GnOUP OF HOSPITALS. 
HOSPITAL MEDICAL OFFICER vetics) re 


inaes*! 


etary, Birch Hill Hospital, 


38 


| 


ROCHOALES AND DISTRICT HOSPITAL MANAGE- 
for 


MENT COMMITTEE HOUSE OFFICER (surgery) required 
busy Surgical Unit Post recognised for F.R.C.S. qualification 
und offering excellent experience 


Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, L 


nes 


(138 Beds.) 








RHYL. ROVAL ALEXANDRA HOSPITAL. 
Appl we invited from registered medical practitioners 

the po of HOUSE OFFICER in Peediatrics and General 
Me licine, at the above Hospital. Post tenable for 6 months 

Applications, stating age ind experience with copies of 2 
testimonial t be sent to the Group Secretary, Clwyd and 
Deeside Hospit Management Committee, HRhiana Russell 
road, Khy! 
RICHMOND, SURREY. ROYAL HOSPITAL. (121 Beds.) 
S0UTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. KING 
STON GROUP HOSPITAL MANAGEMENT MMITTEF Applications 
‘r vited from suitably qualified and experienced medical 
ifficers for t appointment of Full-time RESIDENT REGIS 
TRAR (gene surgery which will become available shortly 
Sing! ’ ried quarters will be available 

k f application may be obtained fr the 
seore fr . stamp  ehincused Gavalene 0 be er 
ind ft np! t forms should be returned ‘ the 
Secretary, 3 nbe-road, Kingst« 44 800n as possible 
ROCHFORD GENERAL HOSPITAL, Essex. (620 Beds.) 
SENIOR HOUSE OFFICER (surgery required Post recog 
nised for F.R.C.S und is resident want approximately 
24th August 

Application tating age, &c., to reach the Secretary by 
16th August, 1958 
ROMFORD, ESSEX OLOCHURCH HOSPITAL. (722 
Beds RESIDENT HOUSE PHYSICIANS (2) required from 
ird and lUth September, 1958, respectively. Oopen to either pre- 
registratior applicants rt fully registered prectitioners 

Apply immediately to Group Secretary Romford Group 
Hospital Management Committee, Oldchurch Hospital 
aS ae ESSEX. OLOCHURCH HOSPITAL. (722 
Beds eget pe HOUSE SURGEONS (2) required from 
24tl a r 10th September 1958, respectively, in the 
General surgical nit Recognised for F.R.C.S. Open to either 
pre-registratior ipplicants or to fully registered practitioners. 
This very active Unit of a total of approximately 180 Beds 
iffords ple portunities for candidates to obtain first-class 
tuitior and experience The candidates appointed will be 
ittached to a unit of approximately 60 Beds 

Ap! mmediatel to Group Secretary Romford Group 
Hoepital Management Committee, Oldchurch Hospital 
ROMFORD, ESSEX. OLOCHURCH HOSPITAL. (722 
Beds.) ORTHOP-EDIC HOUSE SURGEON (resident) required 
in the Orthopedic and Accident Unit The service consists of 
100 Beds equally divided between traumatic surgery and “ cold ”’ 
orthopedics Post is recognised for pre-registration purposes 
ind for F.R.C.S 

Applications to be sent to Group Secretary, Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as possible. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Resi- 


DENT PATHOLOGIST (Senior House Officer grade). This post, 
which will become vacant on Ist October, 1958, provides valuable 
experience by rotation through all departments of this large 
Group: Laboratory and is recognised for the purposes of the 
Diploma in P *rospective candidates are invited to 





Visit the boratory 
Applications should be sent with testimonials or the names of 
2 referees, we 18th August, 1958, to the Secretary, Romford 





Group Hospital Management Committee, Oldchurch Hospital, 


Romford 
ROMFORD, ESSEX. 
TEMPORARY SURGI 
immediately 

App 


VICTORIA HOSPITAL. (99 Beds.) 
AL REGISTRAR Male) required 


cations t eretary, Romford Group Hospital Manage 


ment Committee, Oldchurch Hospital, Romford 

ROMFORD. RUSH GREEN HOSPITAL. Locum 
MEDICAL REGISTRAR required immediately for period of 
}—6§ month Male or Female Resident or non-resident. 


Medical Superintendent Telephone: 


Apply it once to 
Romford 46066 


ROTHERHAM HOSPITAL, Doncaster-gate, Rotherham. 


161 Beds. Recognised for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR 
GICAL REGISTRAR required 3rd September. Appointment 
for 1 year in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, O}d 
Fulwood-road, Sheffield by lith August 1958, giving age, 
nationality jualifications, present and previous appointments 


tes, naming 3 referees 
HOSPITAL OF ST. CROSS. 


surgery pre-registration ). Recognised F. 


with da 
RUGBY. 
in General 
Resident 
Applications to Hospital Secretary 
SLOUGH, BUCKINGHAMSHIRE. 
Locum SENIOR RGICAL REGISTRAR required llth 
August. 
Applications, 
SALFORD. 


House Surgeon 
R.C.S, 


UPTON HOSPITAL. 
a | 30th 
to Secretary. 


with names of 2 referees se 
(Chest Unit—110 


LADYWELL HOSPITAL 


Beds). SALFORD HOSPITAL MANAGEMENT COMMITTEE! Applica- 
tions are invited for the resident post of JUNIOR HOSPITAL 
MEDICAL OFFICER at the above Hospital. The post is ten- 
able for a maximum period of 4 years. Previous experience in 
the treatment of pulmonary tuberculosis is desirable. There is 
a visiting Thoracic Surgeon and the surgery is undertaken at 
Baguley Hospital, Manchester, which is nearby. Salary in 


with seals 
stating 


accordance 


Applications, age, qualifications and experience, 


together with the names of 2 referees, should be submitted 
immediately to the Hospital Secretary, Ladywell Hospital, 
Salford, 5, Lancs. 
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SALFORD 6, LANCASHIRE. HOPE HOSPITAL. Sal- 
FORD HOSPITAL MANAGEMENT COMMITTEF Applications are 
invited for the post of PACDIATRIC HOUSE OFFICER 
post-registration) which becomes vacant on 14th August, 1958. 
The post is recognised for the D.( 


Applications stating age, qualifications and experience, 


together with the names and addresses of 2 referees, to be 
forwarded to the Hospital Secretary forthwith 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


REGISTRAR in Obstetrics and Gynecology in the 


PITAL BOARD 
Ist October, 


Edinburgh Northern Group of hospitals, as from 
Ly 


previous experienc and 
to the Secretary, 11, 
August, 1958 


particulars of age, 
names of 2 referees, 


Edinburgh, 3, by 23rd 


Apply giving 
qualifications, and the 
Drumsheugh-gardens, 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD REGISTRAR at Dingleton Mental Hospital, 
Melrose During the tenure of the post opportunities for inter 


Region may 


of duty and training at other centres in the 
South 


under the joint training scheme of the 


change 


be ivailable 


Eastern Regional Hospital Board and the Department of Psycho 
lowical Medicine of the University of Edinburgh A house is 
available 

Apply, giving particulars of age, qualifications and previous 
experience ind the names of 2 referees, to the Secretary. 
Drumsheugh-wardens, Edinburgh, 3. by 23rd August, 1958 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. REGISTRAR to the Royal Edinburgh Hospital 
for Mental and Nervous Disorders. During the tenure of the 
post opportunities for study and interchange of duty and train 
ing a ivailable under the 
joint training scheme of the South-Eastern Regional Hospital 
Board and the Department of Psychological Medicine of the 
niversity of Edinburgh Single accommodation available 
The Hospital may be visited by arrangement with the Physician 


t other centres in the Region may be 


Superintendent 


qualifications and previous 








Apply, giving particulars of age, 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 23rd August, 1958. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


REGISTRAR to the Royal Edinburgh Hospital 
for Mental and Nervous Disorders, for work in the first instance 
in tl Professorial Unit at the Jordanburn Nerve Hospital. 
During the tenure of the post opportunities for study and inter 
hange of duty and training at other centres in the Region may 


PITAL BOARD 


be ivailable under the joint training scheme of the South 
Eastern Regional Hospital Board and the Department of 
Psychological Medicine of the University of Edinburgh. Singlk 


accommodation available The Hospital may be visited by 
arrangement with the Physician-Superintendent. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 23rd August, 1958. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR to the Rosslynlee and Haddington 
Mental Hospitals. During the tenure of the post opportunities 
for interchange of duty and training at other centres in the 
Region may be available under the joint training scheme of the 
South-Eastern Regional Hospital Board and the Department of 
Psychological Medicine of the University of Edinburgh. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary. 11, 
Drumsheugh-gardens, Edinburgh, 3, by 23rd August, 1958. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Surgery at Roodlands General 
Hospital, Haddington Single quarters are being provided. 
Modern and expanding hospital with new surgical unit and good 
outpatient department. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11 
Drumsheugh-gardens, Edinburgh. 3, by 23rd August, 1958. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Special Training Scheme. Applications are invited for 
the post of REGISTRAR in Psychiatry, the appointment to be 
held for 1 year at the Psychiatric Unit of the Southern General 
Hospital under the direction of the Professor of Psychological 
Medicine of the University of Glasgow. The second vear is to 
be spent at a mental hospital or mental hospitals in the region. 
The aim is to provide a comprehensive training in all branches 
of psychiatry. Candidates will be expected to attend the Post 
graduate Course in Psychiatry which will be provided by the 
University of Glasgow 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, (.2, by 16th August, 1958. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following posts : 

a) RESIDENT SURGICAL OFFICER (Registrar grade), 
Royal Hospital (vacant Ist September). Post ideal for candidates 
working for Final F.R.C.S. Holder acts as Registrar to a General 
Surgical Unit. Closing date 12th August. 

(6) REGISTRAR or SENIOR HOUSE OFFICER, Depart- 
ment of Neurosurgery, Royal Infirmary (vacant 25th August) 
Previous experience welcome but not essential. This post, 
which if desired could be held for 6 months only, offers experience 
yzement of head injuries as well as a wide range of surgical 

Closing date 9th August. 


in man 
neurok 





(c) SENIOR HOUSE OFFICER in Dermatology, Royal 
Infirmary Apply immediately. 
( SENIOR HOUSE OFFICER in Psychiatry (resident) 


to work under the Professor of Psychiatry in newly established 
department. Closing date 8th August. 

Applications for posts (a) and (6), with names of 3 referees, 
to Chief Administrative Officer, The United Sheffield Hospitals, 
West-street, Sheffield, 1. 

Applications for posts (c) and (d), with names of 3 referees, 
or in the case of (d) copy testimonials, to the Superintendent, 
Royal Infirmary, Infirmary-road, Sheffield, 6. 


SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds Vacancy early August for HOUSE SU RGEON—Senior 
House Officer pre-registration (general surgery and gynecology ). 
Modern well-equipped Hospital offering good experience. 
Applications, naming 2 referees, to Group Secretary, Scun- 


thorpe Hospital Management Committee. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Immediate vacancy HOUSE SURGEON (pre-registra- 


, mainly general surgery with some 


tion or Senior House Officer 
* , Offers extensive experience of pre- 


E.N.T. and casualty relief 
and post-operative surgery. 
Applications, naming 2 referees, to Group Secretary, 
thorpe Hospital Management Committee. 
SHREWSBURY. CROSS HOUSES HOSPITAL. Obstet- 
RIC HOUSE SURGEON. Pre-registration post. Vacant Ist 
September, 195%. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. Vacant 
immediately, Pre-registration candidates eligible. Recognised 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. HOUSE SURGEON required for general] surgical duties, 
pre- or post-registration. Post vacant immediately; recognised 
by B.C.S. for Fellowship. 

Applications to Secretary, Southlands Hospital, Shoreham-by- 
Sea. 4. V. OAKTON, Group Secretary, 

Worthing Group Hospital Management Committee. 
SOUTHEND GENERAL HOSPITAL. Locum Anes- 
THETIC REGISTRAR required for the period 10th August 
9th September, 1958. 

Applications, stating age, previous experience, &c., should be 
sent to the undersigned immediately. J.C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Locum 
SENIOR SURGICAL REGISTRAR required for the period 
25th August-—13th September 1958, or lst-—20th September, 
1958, inclusive 

Applications, &« 


scun- 





, to be sent to the undersigned immediately. 

J.C. FIELD. Secretary. 
GENERAL HOSPITAL. Appli- 
eations are invited from fully registered practitioners for the 
post .of RESIDENT HOUSE PHYSICIAN (House Officer 
grade). Post vacant 2nd September, 1958. Appointment pri- 
marily to Pediatric Department, with duties in Cardiological 
and Skin Departments. Post recognised for D.C.H. 

Applications, stating age, qualifications and previous experi- 
ence, with copies of recent testimonials, should reach the under- 
signed at the hospital by 7th August, 1958. 

J.C. FIELD, Secretary. 
INFIRMARY. (189 Beds. 
Recognised for pre-registration and F.R.C.S.) HOUSE SUR- 
GEON (general surgery and gynecology). Post vacant now. 

Apply, with 2 copy testimonials, to Group Secretary, Southport 

and District Hospital Management Committee, Promenade 
Hospital, Southport. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD Applications are invited for an appointment as 
REGISTRAR in Neurosurgery at the Neurosurgical Unit at 
Hurstwood Park Hospital, Haywards Heath, Sussex. The 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 

experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not ‘ater than 23rd August, 
1958. 
STOCKPORT. STEPPING HILL HOSPITAL. (529 Beds.) 
Applications are invited for 2 pre-registration posts of HOUSE 
OFFICER (medicine), 1 post vacant now and the other on 
2ist August, 1958. 

Applications, with full particulars and names of 2 persons for 
reference, to the Secretary, Stockport and Buxton Hospital 
Mahagement Committee, 59B, Shaw-heath, Stockport. 
STOCKPORT. STEPPING HILL HOSPITAL. (529 
Beds.) Applications are invited for the post of HOUSE OFFICER 
(general surgery ). 

Applications, with copies of 2 testimonials, to the Group 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
required. Recognised for F.R.C.S. Post vacant very shortly. 

Detailed applications, with copy testimonials, to Hospital 
Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN (general medicine 
and dermatology) required. Pre-registration post. Post vacant 


SOUTHEND-ON-SEA. 


SOUTHPORT GENERAL 


very shortly. 

Detailed applications, with copy testimonials, to Hospital 
Secretary, North Staffordshire Royal Infirmary. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN (general medicine 
and pediatrics) required. Pre-registration post, vacant very 
shortly. 

Detailed applications, with copy testimonials, to Hospital 


Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (general medicine—pre-registra- 
tion appointment) required. The post offers wide experience in 
general medicine and cardiology. 

Applications to the Hospita] Secretary. 
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STOKE-ON-TRENT CITY GENERAL HOSPITAL. 
815 Beds STOKE-ON-TRENT HOSPITAL MANAGEMENT COM 
MITTEE SENIOR HOUSE OFFICER general surgery) 
equired immediately The post offers wide experience in general, 
th ec and cardiac surgery No casualty work. Recognised for 
t I 





il Secretary 


CITY GENERAL HOSPITAL. 


‘ R.C Ss 
Applications to the Hospit 


STOKE-ON-TRENT. 











STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEF BIRMING- 
HAM REGIONAL HOSPITAL BOARD. RESIDENT HOUSE OFFICER 

stetrics and gymecology required, vacant towards end of 
Au Pre-registration post Recog mised for M.R.C.O.G. and 
D. t.R.C.0.G 

Al tions to He il Secretary as soon as possible. 
ST. ALBANS CITY HOSPITAL. (384 Beds.) North West 
MET ITAN yo INAI HOSPITAL BOARD Whole-time 
AN } “THI ri LEGISTR AR required. Post recognised for 
y.F.A.R.C.S at D.A — v wcant about 27th August, 1958 
Hospital may be visited by direct appointment 

Application forms obtainable from and returnable to Secretary, 
Mid Herts Group Hospital Management Committee, Bleak House, 
Catheri street. Sf Albans, Herts 
ST ALBANS, “uaiicns aes teat NAPSBURY 
MENTAL HOSPITAI plications are invited for the post of 
SF NIOR HOUSE OF k ICER Appointment to commence 
immediately. Previous experience as House Physician or House 
Sure essential Previous psychiatric experience desirable 
but essentia Regu ‘clini il case conferences, good 
ps atr ibrar and ott er traini ng facilities. Salary £819 108 
I Residential accommodation is available, if required, for 
wi i charge will t n le 

Applications, with references or testimonials, to be sent not 
l t ith August, 1958 the Medical Superintendent 
relephone Bowmansgreen 


Glamorganshire. 











prion HOSPITAL, Sully, (Thoracic 
of 324 Beds SENIOR HOUSE OFFICER (surgical) 
apy nts primarily interested in general surgery considered. 
Experience will be gained in investigation and treatment of 
hest and heart conditions 
Form « app ition from Group Secretary, 44, Cathedral- 
road, Cardiff 
SWANSEA HOSPITAL, Swansea. (13 Beds.) Glantawe 
HOSPITAL MANAGEMENT OMMITTE? Applications are invited 
for res of SENIOR HOL Cr OFFICER in the 
Trau medic Department of the above Hospital. 
The d under the | RA Ss. regulations for 6 
s It offers exceptional experience in 
I surgery @s occurring in a large industrial 
centre and port 
ADI ations, stating ae i experience together with 
copies of 2 recent sti ls, should be Sorwueses to the 
Hospital Secretary r. E. Jones, Group Secretary 


SWINDON AND oIsTRICT HOSPITAL MANAGEMENT 


COMMITTE! Applications invited for 2 appointments of SENIOR 
HOUSE Ol tha ER 2s Casualty Officer and Orthopedic House 
Surgeor estern Hospital, Swindon, vacant early in 
september i ets recog ed by R.C.S. for 6 months of year's 
t ng under Ff wshiy egulations Work of Accident and 
oO ypeedic Department, associated with Nuffield Orthopaedic 
( f Oxford, includes larg umber of industrial injuries 
a y £519 108. p.a less residential emoluments 

Full details and names of 3 referees to Secretary, 7, Okus-road, 
“wind Wilts 
TORQUAY. TORBAY HOSPITAL. (180 general beds.) 
bi ESIDENT HOUSE OFFICER (surgical), ale or Female, 

quired early September, 1958 Post recognised for F.R.C.S 
and pre-registration purposes There is a complement of 6 
Resident = wwe Officers 

Applic ns stating qualifications, nationality, and age, 
together with opy testimonials (quoting reference F.955/84) to 
the Group Secretary forqnay District Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon 


WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
for 


(Regional Thoracic Centre.) Applications invited positions 
of SENIOR HOUSE PHYSICIAN and SENIOR HOUSE 
SURGEON Salary £819 10s. p.a £150 p.a. charged for 
wcommodation. 


giving full personal particulars, 
and addresses for reference, 
Pinderfields General Hospital, 


Addreas written applications, 
details of experience and 2 names 
to W. BOwWRIN Group Secretary, 
Wakefield 


WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 


SENIOR HOt SE OFFICER required for the Orthopedic 
Depa t. Salary £819 10s. p.a., £150 p.a. charged for accom- 
modation 

Address written applications, giving full particulars of experi 
ence and 2 names and addresses for reference, to W. BOWRING, 
Group Secretary, Pinderfields General Hospital, Wakefield 
WAKEFIELD. STANLEY ROYO HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OF Pit ER r SENIOR HOUSE OFFICER in Psychiatry. 
Accommodation available for a single person 


applications, giving full personal particulars, 
experience, &c., and 2 names and addresses 
for reference, to W. Bowrine, Group Secretary, Pinderfields 
Hospital, Wakefield. 

WARRINGTON INFIRMARY. 


advent written 
details of training 


General 


Applications are invited 


Males and Females for the post of RESIDENT CASUALTY 
Ol r ICER (graded as Junior Hospital Medical Officer) at the 
ve = epital The post is recognised for the F.R.C.S. Scale 
of sal £552 10s.-£55-£1182 10s. less a deduction of £170 for 
resident ial emoluments A whole-time Senior Hospital Medical 
Officer is in charge of the Department. 
Applications, stating age, experience and qualifications, should 
be forwarded to 


Henry L. Boor, Group Secretary, 
Warrington and District Hospital Management Gomumittee, 
o General Hospital, Warringten, Lancs. 
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WALSALL HOSPITAL MANAGEMENT COMMITTEE. 


Locum HOUSE SURGEON and HOUSE PHYSICIAN 
required for the General (Sister Dora) Hospital and the Manor 
Hospital. 

Apply Group Secretary, Walsall General (Sister Dora) 


Hospital 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (211 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre-registra- 
tion post and is recognised for F.R.C.S. Salary according to the 
National Health Service scale. Post vacant now. 


Please send copies of recent testimonials, with applications, to 
the Administrator 
WATFORD HOSPITALS. North West Metropolitan 
REGIONAL HOSPITAL BOARD ANAESTHETIC REGISTRAR 


required for the above Hospitals. Application made for 


Post vacant immediately 


(resident 
recognition 


Application forms obtainable from and returnable to Secre 
tary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by 19th August, 1958. 


WELSH REGIONAL HOSPITAL BOARD. Registrar in 
Thoracic Medicine, to serve Clwyd and Deeside Hospital Manage 
ment Committee Based at Abergele Chest Hospital, North Wales 
adults 


163 Beds). Children (pulmonary and non-pulmonary), 
pulmonary). Hospital has major thoracic unit. Resident. 
House available Vacant 27th September, 1958. Subject to 


review end of first year 


Application forms from Senior Administrative Medical Officer, 


Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds Applications are invited from duly qualified medical 
practitioners for the pre-registration appointment (resident) of 
HOUSE SURGEON. Immediate vacancy. 

Applications, stating age, qualifications, together with names 
and addresses of 2 referees, should be address@#d to the Group 


Secretary, Weston-super-Mare Hospital Management Committee. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds. SENIOR HOUSE OFFICER (surgical) required at 
above Hospital Immediate vacancy. Single residential 
accommodation available. 
Applications, stating age, 
together with names and addresses of 2 
addressed to Group Secretary, Weston-super 
Management Committee 
WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (anesthetics), resident, 
for duties at Leigh Infirmary and other hospitals in the Group. 
Married quarters available. Post recognised for D.A. and F.F.A. 


qualifications and 
referees, 
Mare 


experience, 
should be 


Hospital 


R.C.S. &xaminations. 

Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan. 
WIGAN (near). WRIGHTINGTON HOSPITAL. Senior 
HOUSE OFFICER required for orthopwedic cases. 247 Beds 
for orthopwdic mainly tubere ulosis, and 94 Beds for chest 
cases, Salary and board charges in accordance with national 


scale. 

Applications to Secretary with 2 names for reference. 
WIGAN (near). WRIGHTINGTON HOSPITAL. Senior 
HOUSE OFFICER required for chest diseases. 247 Beds for 
orthopedic, mainly tuberculosis, and 94 Beds for chest cases. 
Salary and board charges in accordance with national scale. 

Applications to Secretary with 2 names for reference. 


WOKING AND CHERTSEY GROUP LABORATORY. 


Applications invited for post of RESIDENT CLINICAL 
PATHOLOGIST (Senior House Officer). The post is 1 of 2, 
and involves a half share in emergency service. Training avail- 
able in all branches of clinical pathology. Post tenable for 1 
year from mid-September. Salary £819 10s. p.a. 

Applications, stating age, qualifications, &c., together with 
names of 2 referees, as soon as possible to the Director, Group 
L aboratory, St. Peter's Hospital, Chertsey, Surrey. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. (634 
Beds.) HOUSE OFFICER (pre-registration), Medicine. Acute 
medical beds. Vacant now 

Applications to Hospital Secretary. 

WOLVERHAMPTON. NEW CROSS HOSPITAL. Pre- 
registration HOUSE OFFICER in General Surgery. Post 
recognised for F.R.C.S. 

Applications to Hospital Secretary. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 


hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICER (general surgery ). 
Post vacant immediately. Recognised for F.R.C. 

Apply, giving age and qualifications and copies of 2 testi- 

monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospital of the Birmingham University Medical 
School.) HOUSE OFFICER (pre-registration) E.N.T. Depart- 
ment. Post recognised for the D.L.O. and F.R.C.S. examina- 
tions. Vacant 10th September. 

Apply. with copies of 2 testimonials, to the 
WOLVERHAMPTON. THE ROYAL HOSPITAL. House 
SURGEON for Thoracic Surgery and Casualty. Post recognised 
for F.R.C.S. Vacant immediately. 

Apply, with 2 testimonials, to Secretary. 

WORCESTER ROYAL INFIRMARY. House Surgeon 
(pre-registration or otherwise) required for General Surgery post 
The appointment 


associated 


Secretary. 


at this busy general hospital of 213 Beds. 
offers wide and varied experience and is recognised for the 
F.R.C.S. examinations. 
Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 


(pre-registration or otherwise) required immediately for Ortho- 

pedic Department of this busy general hospital of 213 Beds. 

The appointment offers wide and varied experience. 
Applications to Hospital Secretary. 
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WORTHING HOSPITAL, Lyndhurst-road, Worthing, YORK. MATERNITY AND FULFORD - HOSPITALS’ 
SUSSEX (210 Beds. Acute general The post of HOUSE SENIOR HOUSE OFFICER in Obstetrics and Gynwcolog 
SI RGEON is vacant immediately required from 15th October Post is recognised for M.R.C.O.G 
Applications from either registered medical practitioners or Applications, stating age, qualifications, experience, nationality 
pre-registration candidates, stating age, qualifications, experience, and names of 2 referees, to Group Secretary, York A and Tad 
nationality and enclosing copies of 2 recent testimonials, to be caster Hospital Management Committee, Bootham Park, York 
forwarded to the Group Secretary immediately. TASMANIA. LAUNCESTON GENERAL HOSPITAL. 
A. V. OAKTON, Group Secretary, Applications are invited from qualified medical practitioners 
Worthing Group Hospital Management Committee for the following positions 
WREXHAM. MAELOR GENERAL HOSPITAL (591 REGISTRAR in Medicine. 
Beds) and WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). REGISTRAR in Radiology 
Applications are invited for HOUSE PHYSICIAN posts at the REGISTRAK in Pathology 
Above Hospitals, to commence Ist August, 1958. The appoint Duration of appointment 1 year. Consideration may be given 
ments are recognised for pre-registration purposes. to extending the appointment for a second yea! provided 
Applications, stating age, nationality, qualifications and service has been satisfactory during the first year 
experience, together with copies of 2 recent testimonials, should Salary £1531 10s. p.a. Registrars who obtain higher gree 
be addressed to the Group Secretary, Wrexham, Powys and will be paid £200 p.a. in addition to the above salary 
Mawddach Hospital Management Committee, Maelor General Board, residence, and laundry are provided free Singk 
Hospital, Wrexham, Denbighshire. qui irters only are available. Travelling arrangements mad 
Launceston General Hospital is recognised is training 


WREXHAM. MAELOR GENERAL HOSPITAL (591 Beds) ‘he é 
and WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). Applica school for higher qualifications by the Royal College of Surgeons 
tions are invited for HOUSE SURGEON posts at the above (England), the Royal Australian College of Sur geons, the Royal 
Hospitals, duties to commence on Ist August, 1958. The appoint- College of Obstetricians and Gynzecologists gynwcology 
ments are recognised for the Diploma of F.R.C.S, (England, only), the Royal College of Physicians and Surgeons for Diploma 
Edinburgh and Ireland) and are pre-registration posts. in Anwsthetics, the University of Melbourne for Diploma in 
Applications, stating age, nationality, qualifications, and Diagnostic Radiology, The College of Radiologists of Australasi: 
experience, with copies of 2 recent testimonidls, to be sent to the for their Diploma, the University of Sydney for Diploma 
Group Secretary, Wrexham, Powys and Mawddach Hospital Clinical Pathology and Diploma in Anesthetics 
Management Committee, Maelor General Hospital, Wrexham, Further particulars may be obtained by writ uM 
as soon as possible General Superintendent B. W. GRIFFITHS. Secretary. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 ’ ‘ 
Beds.) Applications are invited for the post of PA2DIATRIC 
HOUSE PHYSICIAN at the above Hospital, to commence Public Appointments 
Ist August, 1958. The appointment is recognised for the D.C.H. LONDON COUNTY COUNCIL. Applications invited 























and for pre-registration purposes. _ . . ' r 

i pelinstionh, stating age, nationality, qualifications and from matical practitioners | practisir in W weg ered 
experience, together with copies of 2 recent testimonials, should ie = Be i PD em “ eS Ser Jay . - 
be addressed to the Group Secretary, Wrexham, Powys and S.W.18 se 51 Ide 1 . t a i ae R “ t -- 4 + ao 
Mawddach Hospital Marmgement Committee, Maelor General 200 Ww 2h Sony Sane peop. cemuneration £4 soe 
Hospital, Wrexham, Denbichehire 4 fees receivabl mS macunive ae ee eS sper t ot fre ee 
WREXHAM (near). TREVALYN MANOR MATERNITY | ee ene eee ee eee eie co) cytfimenat Lealeh 
HOSPITAL, ROSSETT, near WREXHAM. (47 Beds.) Applications are (PHD 11422). ¢ or iell, FE : oa ames ie t l of ae 


invited for the post of HOUSE SURGEON at the above Hos- 
pital, to commence duties on Ist September, 1958. The Hospital MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. SENIOR ASSISTANT MEDICAL OFFICER 





is a Part Il Midwifery Training School and deals with normal and Rain) weawived faitialiy tn Asea 6 (¥ ioe d Willeadet 
abnormal midwifery. ( Maite ) *q ‘ tla "et » { CoRDM an \ esdaen }. 
Applications, stating age, nationality, qualifications and + ae ae Baye ee coal eanken Ay — Free hg 
experience, with copies of 2 recent testimonials, to be sent to the ans .. hil oop 1 os #0 “ “D SCeanrie OP ul li noes ALA . i } 
Group Secretary, Maelor General Hospital, Wrexham, as soon as py cn serd a n aan’ te i arg mA "M ai a as — , f 
possible. inta quired to act as edical cer 0 
Health for Borough of Wille sden for 40°. of whole-time. Salary as 

ST. JOHN'S, NEWFOUNDLAND, CANADA. GENERAL for mixed appointments, £1693 13s. 4d.-£2058 13s. 4d. Estat 
HOSPITAL. (475 Beds.) Applications are invited for the post of | jj.neq subject to medical assessment Prescribed conditions 
INTERNE in the Pathology Department of the above Hospital. 4 ply, stating age, au slific tions. experience and 1 en ' 
Previous experience is desirable but not essential. The post is 2 ease to Joint Are : Medical Officers, 215, | hevenir :-road 
recognised for postgraduate training towards certification in Kilburn N W "6 by 23rd Anenst iGuete X O46L. ‘ an vassing 


Pathology by the Royal College of Surgeons and Physicians of disqualifies. 


Canada, and also recognised by the Royal College of Surgeons, 
englai or lomé atholog ixcelle »por' * MIDDLESEX COUNTY COUNCIL. Count Health 
England, for the Diploma in Pathology. Excellent opportunitic ne ny te nee ty ASSISTANT MBDICAL OFFI A & foot oe 


exist for gaining extensive experience. Salary $2500 p.a., less 
$528 for maintenance, &c. Transport to St. John’s will be paid time) required initially in Area 4 (Finchley and Hendon). 
by the Hospital Duties concerned with the supervision of the health of mothers 
Applications with full details, &c. to be forwarded to Dr. and young children and the School Health Service. Diploma in 
E. WILSON, Superintendent, General Hospital, St. John’s, Public Health or in Child Health. Previous local autul — 
Newfoundland, Canada. experience advantage. Salary £1050-—£50 (3)-#55 )-£1475 p.a. 
IBADAN, NIGERIA. UNIVERSITY COLLEGE HOs- | inclusive. Established, pensionable, subject to medical assess- 
4 - > *rescr , . ons 
PITAL. The Board of Management invite applications from a 2a a aif t ema i al 
medical practitioners with the requisite postgraduate experience ~ Apply, stating age, qualifications, experience and names © 
and qualifications for appointment as REGISTRARS or SENIOR 2 referees, to Area Medical Officer, Town Hall, Hendon, N.W.4, 
REGISTRARS in the Anesthetic Department ie by 30th August. (Quote X.866 TL.) Canvassing disqualifies. 
The salaries offered are: BUCKINGHAMSHIRE. COUNTY OF BUCKINGHAM- 
Registrar: £1164 p.a. rising to £1212 p.a. as a second year SHIRE. Applications are invited from registered medical prac- 
Registrar. . titioners holding the Diploma in Public Health or its equivalent 
Senior Registrars: £1428 p.a. rising by 3 increments to for the joint appointment of MEDICAL OFFICER OF 
£1596 p.a HEALTH for the Amersham Rural, Beaconsfield and Chesham 
In addition an inducement addition is payable to an expatri- { rban Districts, ind DEPIt I = DIV ISIONAL SCHOOL 
ate doctor of £270 p.a. on a salary up to £1284 and £300 p.a. MEDICAL OFFICER AND ASSISTANT COUNTY MEDICAL 
on a salary of £1285 and over OFFICER for the Bucks County Council. The person appointed 
The successful candidates will be expected to assume duty will be employed for 6/11ths of his time as Medical Officer of 
4 Health for the Districts mentioned, and for the remaining 


about October, 1958, and January, 1959, respectively ; 
5/llths ‘as Deputy Divisional School Medical Officer and 


The appointment will be initially for 1 tour of 12 months 
and will be renewable by mutual agreement for a further tour Assistant County Medical Officer for the Bucks County Council 
of 12 months. The combined salary scale will be £1657 Os. lid., rising to a 

On satisfactory completion of the agreement a gratuity of maximum of £2018 10s, 5d. p.a. Travelling and subsistence 
£37 10s. will be paid for each completed term of 3 months’ illowances will be paid on the appropriate scale. The appoint 
service. ment is superannuable and subject to medical examination. 

An outfit allowance of £60 is payable on first appointment. Further particulars and forms of application can be obtained 

Partly-furnished quarters are provided at a rental of 84 from the Clerk of the County Council, County Hall, Aylesbury, 
of salary excluding inducement allowance, and an expatriate to whom applications must be delivered by Ist September, 1958. 
doctor appointed will be eligible for 7 days’ leave on full pay DEWSBURY. COUNTY BOROUGH OF DEWSBURY. 


for each completed month of service in Nigeria. A Nigerian Applications are invited for the appointment of “ges ry 
doctor is eligible for 5 days’ leave for each completed month of MEDICAL OFFICER OF HEALTH AND DEPUTY PRIN- 
service. CIPAL SCHOOL MEDICAL OFFICER of the County ire 
Free first-class passages are provided for expatriate doctors of Dewsbury. Applicants should be registered medical practi- 
and their wives on first appointment and on completion of the tioners, and possession of a Diploma in Public Health is desirable. 
agreement. Free first-class passages to Nigeria will, in certain Preference will be given to candidates approved previously by the 
circumstances, be provided for non-expatriate doctors. Free Ministry of Education for ascertainment of educationally sub 
first-class passages will be provided for vacation leave normal ¢ hildre n. The salary is £1303 6s. 8d. by 4 increments of 
Candidates will be eligible for children’s allowances in accord- £55 to £1523 6s. 8d. p.a., plus a car allowance (at present £112 p. 


ance with existing regulations. Previous experience will be taken into cons ider: ition in de torsaiien 


Arrangements can be made to enable doctors to continue their ing the commencing-point on this scale. Housing accommoda 
National Health Service superannuation scheme contributions, tion will be available if required. The appointment is permanent 
and details of the revised salary and gratuity payable in such and superannuable and the successful candidate will be required 
cases will accompany application forms. to pass a medical examination. 

Applications should be submitted not later than 23rd August, Particulars of the duties and other conditions of the appoint- 
1958, on the appropriate forms, which will be forwarded, together ment, together with application forms, may be obtained from the 
with additional information, on receipt of an addressed foolscap Medical Officer of Health, Municipal Buildings, Halifax-road, 
envelope by the Adviser on Staff Recruitment, London Office, Dewsbury, Yorkshire, to whom applications should be Sent on 
University College Hospital, Ibadan, 57, Catherine-place, or before Saturday, 30th August, 1958 
Palace-street, London, 8.W.1. Town Hall, Dewsbury. 4. NORMAN JAMES, Town Clerk 
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LINDSEY COUNTY COUNCIL. Health Department. 


Applications invited for post of ASSISTANT MEDICAL 
OFFICER for Brigg and Barton Area of Lindsey, mainly in 
connection with examination of school children Diploma in 
Public Health an advantage. Salary £1050 rising by 3 increments 
of £50 and 5 of £55 to a maximum of £1475 

Further particulars and application forms from Dr. C. D. 
CorMAc, Health Department, County Offices, Lincoln, 





General Practice 


For on Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope *‘ Vacancy.’ 


OXFORD COUNTY AND CITY. Applications invited for 





VACANCY small Rural practice situated North Oxfordshire 
(near Banbury)). List at present approximately 1062; of these 
1032 are dispensing patients. Practice suited to a doctor already 
established in single-handed practice requiring smaller list. 
Residence /surgery likely to be available Apply on Form E.C.16a 
to the undersigned, not later than 7th August, 1958. 
V. R. Parry, Clerk of the Council. 
73, George-street, Oxford. 





Hospital Services: Non-Medical Appointments 


BIRMINGHAM CHILDREN’S HOSPITAL. 
preferably with postgraduate experience, required 





Biochemist, 
for research 


into lipoprotein metabolism in childhood diabetes. Post unestab- 
lished but could provide opportunity to prepare for higher 
degree Salary £550-£1000 according to experience. 

Applications to H. B. SaLt, Department of Biochemistry, 


Children’s Hospital, Birmingham, 16 


Doctors required to do night calis on a payment-per-cali 











basis, car and medical equipment provided. Excellent oppor- 
tunity to gain valuable experience in a well-remunerated and 
congenial appointment Please ring REN 6411 for appointment 
for interview 
Doctor’s Widow, experienced housekeeping, children, 
trained nurse, car driver, attractive appearance, requires 
interesting/useful occupation, home or overseas Address, No. 
417, Tae LANcetT Office, 7, Adam-street, Adelphi, London, W.C.2 

s Medical Supplies Ltd. Copywriter. There is a 
vacancy in the Company's Medical Information Department for 
a suitably qualified man or woman who can write clear and 
attractive English. The person appointed will be expected to 


abstract from the medica) journals, compile and edit medical 
literature for the Company's products, and supervise the Medical 
Information Library. A pharmaceutical qualification would be 
an asset an understanding of medical terminology and thera- 
peutics is essential. Contributory pension scheme, 5-day week, 
&ec., with good prospects Remuneration will be related to 
qualifications, ability, and experience 

Apply in confidence, giving details of age, education, and 
experience, and enclosing, if possible, specimens of previous 
work, to the Pharmaceutical Development Director, Evans 
Medical Supplies Ltd., Speke, Liverpool, 24 
Epping, Essex. New Semi-detached Property, Ro 
for profeasional purposes, and very well fitted. » bedrooms, 
bathroom; 4 principal rooms, kitchen and cloakroom on ground 
floor; garage small garden Price £6350 freehold.—Apply 
AMBROSE AND Son, 145, High-street Epping. Telephone: 
Epping 2666 


Wanted, private practice or partnership N.H.8. practice 


with view to succession, London or radius 25 miles. Ample 
capital for house purchase Address, No. 413, Tuk Lancet 
Office, 7 Adam-atreet Adelphi, London, W.C.2 


Part-time Consulting Rooms to be Let in Hariey-street. 
tents from £50 per half-day Apply: ELLIoTT, SON AND 
BoYTON, 86/87 London, W.1. WEL. 8367. 


7, Wimpole-street 
Last Minute Holidays Abroad. If you do not like mass 


session. 











PUBLIC SERVICE OF TASMANIA Applications are tour arrangements we give personal attention to your holiday 
invited the undermentioned permanent superannuable rail, sea or air with good hotels in every grade and all countries. 
positions the Mental Health Dvision of the Department of Write or phone: BUSINESS AND HOLIDAY TRAVEL LtTD., Grand 
Healt ervices Appointments will be made in accordance Buildings, Trafalgar-square, London, W.C.2. WHItehall 4114/5. 
with the provisions of the Public Service Act, with generous “ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
recreatior é ave Applicants should service. Send specimens of urine and £2 2s. fee. Hematology, 
Pp Tasmania Commencing Biochemistry, Flame Photometry.— W ELBECK BIOLOGICAL 
- v range w lepend on qualifications and experi LABORATORIES, 26, Park-crescent, Portland-place, W.1 
é I Dip. Psych. Med. will receive additional allow (MUSeum 5386-7). 
an of £100 Doctors requiring applications, theses copied: Write to 
P SY a iSTS 2 positions Salary range £A247 MANTON WESTMINSTER) LTp., 98, Victoria-street, 8S.W.1 
£A2897 p.a ippointes be stationed at the Divisional (VIC. 0141), who are specialists. 
Headquarters in the capital city of Hobart, and the other at Completely portable electrocardiograph in good condi- 
the northern city of Launceston. Applicants should have sound tion for sale, £40. Second machine available for spare parts, £5. 
ri cal experience in adult and child psychiatry Duties will Machine is a Sanborn Instomatic Cardiette, internal battery 
ir de reports or uses referred by Courts and other authorities operated, photographie recording, weighing 23 Ib. Full instruc- 
> sultative service to hospitals and institutic psychiatric tion manual Needs new batteries Apply, Address No. 416, 
treatment of idults and children, and similar pre ional work lure Lancet Office, 7, Adam-street, Adelphi, London, W.C.2, 
DEPUTY MEDICAL SUPERINTENDENT, Lachlan Park Typewriting and Duplicating. First-class work at moder— 
Hospital, New Norfolk. Salary range £A2347-£A2572 p.a. Appli ate prices by experienced medical typists. Electric machines. 
cants should have sound clinical experience in psychiatry with Syerm Rano, 21, Heath-street, Hampstead, London, N.W.3 
administrative abilit Duties include psychiatric treatment of (HAM 5329/0504) 
patients ne 1dministrative ities as . o ‘ oer » 

,, a bh wr otctal pam i. ey tk . Oid medical and scientific books, pictures, manuscript 
moderate rental, with free milk, vegetables and laundry notebooks, letters, &c., wanted by a collector. Address, No. 343, 
MEDICAL OFFICER, Lachlan Park Hospital. Salary range fue LANcetT Office, 7, Adam-street, Adelphi, London, W.C.2. 
£41997-£A2337. Duties include general medical care of patients Microscopes. Highest prices paid for good modern types. 
and peychiatric work under supervision of Medical Superinten Send or bring your equipment for valuation.—-WALLACE HEATON 

dent Residence and supplies, as for Deputy Medical Superin Lrp., 127. New Bond-street, W.1. 
tendent Pregnancy Diagnosis (Fee 21s.). Specimens of urine 
Applications, in duplicate, giving full personal particulars and accepted for testing (Hogben test) from doctors, hospitals and 
information regarding academic qualifications and professional clinics anywhere. Results available within 24 hours. Fee reduced 
experience, should be lodged with the gent General for Tas for hospitals and clinics. Telephone or write for details : FAMILY 
mania, 457, Strand, London, W.C.2, within 3 weeks after the PLANNING ASSOCIATION, 64, Sloane-street, London, 8.W.1 
publication of this advertisement } SLOane 0451 or 9112. 
PUBLISHED by the Proprrerors, THe Lancet Limirep, 7, Adam Street, Adelphi, in the County of London. 
Printed by HAZELL, WATSON AND Viney, Lrp., Leigh Road, Slough and Aylesbury—Saturday, August 2, 1958. 
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in infections of the 


THROAT & MOUTH 


Phenidex lozenges have an unusually 
wide range of antibacterial activity, 
and rapid spreading and penetrating 
properties. Their effect lasts from 45 
minutes to an hour. 


They effectively control moderate 
infection caused by all common 
throat and mouth pathogens, includ- 
ing the ubiquitous Candida albicans. 


—_ 


‘ 
| Ceuwenscensccesceass 


Phenidex lozenges quickly soothe 
the inflamed tissues. They are 
pleasant to take and equally suitable 
for adults and children. 


EACH LOZENGE CONTAINS: 


lyrothricin 0-5 milligrams 


Pee een ers mene: 
“~~ 

roamed 

ee ee 


Cety! pyridinium chloride (C.P.C.) 2-5 milligrams 
Benzocaine B.P. 5-0 milligrams 
PACKING: Cartons of 18 lozenges sealed in 
metal foil. Basic N.H.S. cost 1/4d. 


Cc. L. BENCARD LTD. park ROYAL. LONDON, N.W.10 sills 
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Effective and comprehensive 


treatment o Vi , 


BACILLARY 
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MANUFACTURED BY 
MAY & BAKER LTD 


MGB brand Medical Products 
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‘STREPTOTRIAD’ 


trade mork brand 


TRI-SULPHONAMIDE/STREPTOMYCIN 








‘THALAZOLE’ 


trade mark bro 


PHTHALYLSULPHATHIAZOLE 








SYSTEMIC ACTION 


for the rapid control of the acute phase 
It may also be used for the carrier state 
given in a short intensive course. 

In tablets containing streptomycin sul- 
phate 65 mg., sulphamerazine 65 mg., 
sulphadiazine 100 mg. and sulphathiazole 
100 mg. ; and as granules for suspension 


GUT ACTIVE 


eee eeeee | TEPER EE | tee eecee 


GUT ACTIVE 


for individual and group prophylaxis 


and as a long term treatment of 


bacillary dysentery 
In tablets containing 0°5 g. phthalyl- 
sulphathiazole 


MA496! 100 
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